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1891  FoEWAED,  Feancis  E.,  Holberton  Institution,  Antigua, 
W.  I. 

O.M.  Feost,  W.  Adams  (L.),  Assistant  Ophthalmic  Surgeon  to 
St.  George's  Hospital ;  Surgeon  to  the  Royal  West- 
minster Ophthalmic  Hospital;  17,  Queen  Anne 
Street,  Cavendish  Square,  W. 

1891  FuLLAETON,  Aechibald  Louis  Robertson,  M.B.,  CM., 
2,  Garscube  Terrace,  Murrayfield,  Edinburgh. 

1883  fDA  Gama,  Jeeminio  Accacio,  Khoja  Moola,  Bombay. 

1890  Galloway,  James,  M.B.,  CM.,  Physician  for  Out- 
patients to  the  Great  Northern  Central  Hospital ; 
16,  Finsbury  Circus,  E.C 

1887  fGAEDNEE,  John  J.,  M.D.,  Assistant  Ophthalmic  and 
Aural  Surgeon  to  ttie  Montreal  General  Hospital, 
12,  Phillip's  Place,  Montreal,  Canada. 

18S5     Gay,  William,  M.U.,  Bournemouth. 

1889  GiBBS,  Alfred  N.  G.,  Assistant  Surgeon  to  the  Bristol 
Eye  Hospital ;  27,  Chandos  Road,  Bristol. 

O.M.  Glascott,  C.  E.,  M.D.,  Surgeon  to  the  Manchester  Royal 
Eye  Hospital ;  23,  St.  John  Street,  Manchester. 

1885  fGoDFEAY,  Alfred  Charles,  St.  Helier's  House,  St. 
Helier's,  Jersey. 
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O.M.  GowEES,  W.  K-.,  M.D.,  F.E.S  ,  Physician  to  the  National 
Hospital  for  the  Paralysed  and  Epileptic;  50,  Queen 
Anne  Street,  W.     (C.  1880-3.) 

1888  GrEANT,  Ogilvie,  M.B.,  Queen  Mary's  House,  Inverness. 

1887  GrEEEN,  Edwin  Colliee,  Ophthalmic  Surgeon  to  the 
Derbyshire  General  Infirmary ;  27,  Priar  Gate, 
Derby. 

O.M.  Geeeneield,  W.  S.,  M.D.,  Professor  of  Pathology  Uni- 
versity of  Edinburgh  ;  Heriot  Eow,  Edinburgh. 

1885  ^Geifeith,  A.  Hill,  M.D.  (C),  Surgeon  to  the  Royal  Eye 
Hospital,  Manchester ;  17,  St.  John  Street,  Man- 
chester. 

1890     Geiffith,  John,  7,  Grafton  Road,  Acton. 

O.M.  Geossmann,  K.  a.,  Ophthalmic  Surgeon  Stanley  Hos- 
pital, Liverpool ;  70,  Roduey  Street,  Liverpool. 

1889  GuNN,  Donald  S.,  Ophthalmic  Surgeon  to  the  Seamen's 

Hospital,  Greenwich,  and  to  the  Hospital  for  Sick 
Children,  Great  Ormond  Street ;  66,  Wimpole  Street, 
W. 
O.M.  GuNN,  R.  Maecus  Surgeon  to  the  Royal  London  Oph- 
thalmic Hospital,  Moorfields  ;  Assistant  Ophthalmic 
Surgeon  to  University  College  Hospital;  Ophthalmic 
Surgeon  to  the  National  Hospital  for  the  Paralysed 
and  Epileptic  ;  54,  Queen  Anne  Street,  W.  (C. 
1882-5,  1889-92.     S.  1886-9.) 

1887  Habeeshon,  Samuel  Herbert,  M.D.,  Assistant  Physi- 
cian to  the  Royal  Hospital  for  Diseases  of  the  Chest; 
70,  Brook  Street,  Grosvenor  Square,  W. 

1889  Hailes,  C.D.G.,  M.D.,  Assistant  Surgeon,  Bristol  Eye 
Hospital ;  Consulting  Surgeon-Oculist,  Redland  Br., 
Clifton  Dispensary  ;  9,  King's  Parade,  Clifton, 
Bristol. 

1885  IHaines,  Humpheet,  Auckland,  New  Zealand. 

1878  fHAMiLTON,  T.  K.,  M.D.,  Wakefield  Street,  Adelaide, 
South  Australia. 
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1886  Haetlet,  Eobeet  N.,  M.B.,  Assistant  Surgeon  to  the 

Leeds  General  Infirmary;  38,  Cookridge  Street, 
Leeds. 

1882  *Haetiiidge,  Gustatus  (S.),  Consulting  Ophthalmic  Sur- 
geon to  St,  Bartholomew's  Hospital,  Chatham  ; 
Surgeon  to  the  Royal  Westminster  Ophthalmic  Hos- 
pital, and  Ophthalmic  Assistant  Surgeon  and  Lec- 
turer on  Ophthalmic  Surgery  to  the  Westminster 
Hospital ;  65,  G-reen  Street,  Grosvenor  Square,  W. 
(C.  1889-92.) 

1892  Haydon,  Feank,  Surgeon  to  the  Western  Ophthalmic 
Hospital;  54,  Queen  Anne's  Gate,  Westminster, 
S.W. 

1889  Helm,  Geoege  F.,  M.D.,  Ophthalmic  Surgeon  to  Truro 
Royal  Infirmary  ;  Marazion,  Cornwall. 

1882  tHENDEESON,  W.  H.,  M.D.,  Kingston,  Ontario  Canada. 

1887  Hern,  John,  M.D.,  Ophthalmic  Surgeon  and  Surgeon  to 

the  Darlington  Hospital  ;  13,  CouisclifFe  Road, 
Darlington. 

1883  Hewetson,  H.  B.,  Ophthalmic  and  Aural  Surgeon,  Leeds 

General  Infirmary  ;  11,  Hanover  Square,  Leeds. 
O.M.    HiGGENS,  Charles,  Ophthalmic  Surgeon   to,  and   Lec- 
turer on    Ophthalmology  at,   Guy's   Hospital  ;    38, 
Brook  Street,  W.     (C.  1880-3.) 

1888  HiNNELL,  J.  S.,  M.B.,  62,    Garland    Street,  Bury    St. 

Edmund's. 

1886  tHoDGE,  Rev.    Sydney    Rupeet,    M.R.C.S.,  Wesleyan 

Mission  House,  Hankow,  China. 
O.M.    Hodges,  Feank  H.,  Ophthalmic  Surgeon  to  the  Leicester 

Infirmary  ;   17,  Horse  Fair  Street,  Leicester.     (C. 

1889-92.) 

1889  Holthouse,  Edwin  H.,  M.B.,  45,  Weymouth  Street,  W. 

1885  fHowAED,  R.  J.  B.,  j\l.D.,  care  of  Messrs.  Morgan  and 
Co.,  22,  Old  Broad  Street,  E.C. 

1884  fHuDSON,  Ernest    (care  of  Messrs.  King,  King  &  Co. 
Jamsund  Lane,  Bombay). 

1889     Hughes,  Samuel  H.,  Royal  Free  Hospital,  W.C. 
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1893  Htjghes,  Wilfrid  Kent,  M.B.,  Kantaka,  Alma  Eoad, 
St.  Kilda,  Melbourne. 

O  M.  HuLKE,  J.  W.,  F.R.S.,  Surgeon  to,  and  Lecturer 
on  Surgery  at,  the  Middlesex  Hospital ;  Consulting 
Surgeon  to  the  Eoyal  London  Ophthalmic  Hospital, 
Moorfields;  10,  Old  Burlington  Street,  W.  (P. 
1886-9.     V.-P.  1881-2,  1889-92.     C.  1880-1.) 

O.M.  Hutchinson,  Jonathan,  F.E.S  Consulting  Surgeon  to 
the  London  Hospital,  and  to  the  Koyal  London 
Ophthalmic  Hospital ;  15,  Cavendish  Square,  W. 
{Pres.  1883-6.     V.-P.  1880-1,  1886-9.) 

1883  t Jackson,  James,  M.D.,  Collins  Street  East,  Melbourne, 
Australia. 

O.M.  Jackson,  J.  Hughlings,  M.D.,  F.E.S.,  Physician 
to  the  London  Hospital,  and  to  the  National  Hos- 
pital for  the  Paralysed  and  Epileptic  ;  3,  Manchester 
Square,  W.     {Pres.  1889-90.    V.-P.  1880-2, 1890-3.) 

1888     James,  J.  T.,  30,  Harley  Street,  W. 

O.M.  Jeaffeeson,  C.  S.,  Surgeon  to  the  Neweastle-on-Tyne 
Eye  Infirmary  ;  8  and  10,  Savile  Eow,  Newcastle- 
on-Tyne. 

1883  tJENKiNS,  E.  J.,  M.D.,  ISTepean  Towers,  Douglass  Park, 
Sydney,  N.S.W.,  Australia. 

1883  Jessop,  W.  H.  H.,  Surgeon  to  the  Central  London 
Ophthalmic  Hospital  ;  Ophthalmic  Surgeon  to  the 
Paddington  Green  Children's  Hospital ;  73,  Harley 
Street,  W,     (C.  1889-92.) 

1881  Johnson,  Sie  Geoege,  M.D.,  F.E.S  ,  Consulting  Physi- 

cian to  King's  College  Hospital  ;  Emeritus  Professor 
of  Clinical  Medicine  at  King's  College;  11,  Savile 
Eow,  W.     (C.  1883-5.     V.-P.  1885-8.) 

1882  Johnson,   G.    L.,   M.B.,    Cortina,  Netherhall   Gardens, 

South  Hampstead. 

1892     Johnson,  Haeet  Oswin,  General  Inflrmary,  Gloucester. 

1888  fJoHNSTON,  Geo.  D.,  Vancouver  City,  British  Columbia, 
Canada. 
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1889  Johnston,  Eobt.  K.,  M.D.,  Ophthalmic  and  Aural  Sur- 
geon to  Steeven's  Hospital ;  22,  Lower  Baggot  Street, 
Dublin. 

O.M.    Jones,  Evan,  Ty-mawr,  Aberdare,  Glamorganshire. 

O.M.    Jones,  H.  Macnatjghton,  M.D.,  141,  Harley  Street,  W. 

O.M.  JuLEB,  H.  E.,  Ophthalmic  Surgeon  to  St.  Mary's  Hos- 
pital ;  Surgeon,  Royal  Westminster  Ophthalmic 
Hospital ;  23,  Cavendish  Square,  W.     (C.  1S8G-9.) 

1889  Kelsall,  Heney  T.,  M.D.,  B.S. 

1888  +Kennt,  Augustus  Leo,  M.B.,  Collins  Street,  Melbourne, 

Victoria,  Australia. 

1890  Keogh,    Alfred    H.,    Surgeon-Major,    M.D.,    M.Ch., 

Army  Medical  Staff,  Woolwich. 

1891  KiNGDON,  E.  C,  M.B.,  CM.,  4,  Upper  College  Street, 

Nottingham. 

1881  t^^AGOS,  S.  T.,  M.D.,  Lecturer  on  Clinical  Surgery 
University  of  Sydney ;  Hon.  Surgeon  Prince  Alfred 
Hospital,  Sydney  ;  Staff  Surgeon  N.S.W.  Naval 
Forces,  and  Member  N.S.W.  Board  of  Health  ;  16, 
College  Street,  Hyde  Park,  Sydney,  New  South 
Wales. 

O.M.  Lang,  William  Ophthalmic  Surgeon  to  the  Middlesex 
Hospital ;  Assistant  Surgeon  to  the  Eoyal  London 
Ophthalmic  Hospital,  Moorfields;  22,  Cavendish 
Square,  W.     (C.  1886-9.) 

1881  Langdon,  J.  Winkley,  Ophthalmic  Surgeon  to  Preston 
and  County  of  Lancaster  Royal  Infirmary ;  4, 
Winkley  Square,  Preston. 

O.M.  Lawfobd,  J.  B.,  Assistant  Ophthalmic  Surgeon  to  St. 
Thomas's  Hospital ;  Assistant  Surgion  to  the  Royal 
London  Ophthalmic  Hospital,  Moorfields  ;  55,  Queen 
Anne  Street,  W.     (C.  18S6-9.) 

1889  Laws,  Wm.  G-.,  M.B.,  5,  Winchester  Terrace,  Newcastle- 

on-Tyne. 
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O.M.  Lawson,  Geoege  (V.P.),  Surgeon  to  the  Eoyal  London 
Ophthalmic  and  to  the  Middlesex  Hospitals  ;  12, 
Harley  Street,  Cavendish  Square,  W.     (C.  1882-4.) 

1893  Leajit,  Surg.-Capt.,  A.  VV.  D.,  M.D.,  Indian  Medical 
Service,  Calcutta. 

1885  tLE  CiiONTEB,  Hardwick,  St.  Helier's,  Jersey. 

O.M.  Lbdiaed,  H.  a.,  M.D.,  Surgeon  to  the  Cumberland  Tu- 
nrmary  ;  35,  Lowther  Street,  Carlisle. 

1885  Lee,  Charles  Gt.,  Surgeon  to  the  Eye  and  Ear  Infirmary, 
Liverpool ;  73,  Rodney  Street,  Liverpool. 

1890  LiGHTEOOT,  Charles  Louis,  M.D.,  CM.,  30,  Cedars 
Koad,  Clapham,  S.W. 

O.M.  Little,  David,  M.D.,  Surgeon  to  the  Eoyal  Eye  Hos- 
pital, Manchester  ;  Ophthalmic  Surgeon,  Royal  In- 
firmary ;  Lecturer  on  Ophthalmology,  Owens  Col- 
lege, Manchester;  21,  St.  John  Street,  Manchester. 
(V.-P.  1888-91.     C.  1880-1.) 

1892     Lodge,  Samuel,  Juu.,  M.D.,  Windrusli  House,  Bradford. 

1883  LuNN,  J.  R.  (C),  Resident  Medical  Officer,  Marylebone 
Infirmary,  Netting  Hill,  W. 

1890  McGtIlliteat,  Angus,  M.B.,  Surgeon  to  the  Dundee 
Eye  Institution  ;  13,  Airlie  Place,  Dundee,  N.B. 

1892  Macarthue,  Robert  F.,  M.B.,  Glasgow  Eye  Infirmary  ; 
Berkeley  Street  "West,  GlassJ^ow. 

1888  Mackat,  George,  M.D.,  Assistant  Ophthalmic  Surgeon 

to  the  Royal  Infirmary  and  to  the  Eye  Dispensary 
of  Edinburgh  ;  Lecturer  on  Practical  Ophthalmo- 
scopy ;  2,  Randolph  Place,  Edinburgh. 

O.M.    Mackenzie,  E.  M.,  29,  Hans  Place,  S.W. 

1889  fMACKENZiE,    E.   Wallace,    M.B.,   139,    Upper    Willis 

Street,  Wellington,  New  Zealand 

O.M.  Mackenzie,  Stephen,  M.D.  (V.-P.),  Physician  to,  and 
Lecturer  on  Medicine  at,  the  London  Hospital ; 
Physician  to  the  Royal  London  Ophthalmic  Hospital, 
Moorfields  ;  18,  Cavendish  Square,  W.  (S.  1880-2. 
C.  1882-5.) 
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O.M,  MACErtfLAT,  J.  G.,  Ophthalmic  Surgeon  to  the  Eoyal 
Free  Hospital,  and  Surgeon  to  the  South  London 
Ophthalmic  Hospital;  15,  Stratford  Place,  W.  (C. 
1888-90.) 

1889  MacLehose,  Noemak  M.,  M.B.,  13,  Queen  Anne  Street, 

Cavendish  Square,  W. 

1892  MacLeod,  Chables  G.,  M.B.,  Royal  Westminster 
Ophthalmic  Hospital. 

1890  MacMahon,  Jeeome  J.,  M.D.,  5,  Camden  Place,  Cork, 

1881  tMACONACHiE,  G.  A.,  M.D.,  Grant  Medical  College,  Bom- 
bay. 

1883  fMAHEE,  W.  0.,  M.D.,  Surgeon  to  St.  Vincent's  Hos- 
pital ;  Ophthalmic  Surgeon  to  the  Sydney  Hospital ; 
Ophthalmic  Surgeon  to  the  Government  Asylums  at 
Parramatta  and  Liverpool ;  20,  College  Street,  Hyde 
Park,  Sydney,  N.S.W. 

1883  t^AELOW,  Feank   William,  401,  Montgomery  Street, 

Syracuse,  New  York  State,  U.S.A. 

1892  Maeshall,    Cuaeles    Deveeeux,    Eoyal    Ophthalmic 

Hospital,  Moorfields. 

1888  tMAETiN,  Albeet,  M.D.,  Wellington,  New  Zealand. 

1884  Maxwell,  Patetck  William,  M.B.,  19,  Lower  Baggot 

Street,  Dublin. 

1893  Matnaed,  Feedeeic  Pinsent,  M.B.,  care  of  Grindlay 

and  Co.,  Calcutta. 

O.M.  McHaedt,  M.  M.,  Ophthalmic  Surgeon  to  King's  College 
Hospital ;  Professor  of  Ophthalmology,  King's  Col- 
lege ;  Surgeon  Eoyal  South  London  Ophthalmic 
Hospital;  Ophthalmic  Surgeon  to  St.  John's  Hos- 
pital ;  5,  Savile  Eow,  W.     (C.  1887-90.)" 

1884  McKeown,  David,  M.D.,  25,  St.  John  Street,  Man- 
chester. 

1884  McKeown,  W.  A.,  M.D.,  20,  College  Square  East, 
Belfast. 
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O.M.    Meiqhan,  T.  S.,  M.D.,  Surgeon  to  the    Glasgow   Eye 

Infirmary,   and  Lecturer   on  Ophthalmic    Surgery, 

Anderson's   College   Medical  School ;  15,  Elmbank 
Street,  Glasgow. 

1881  fMiLLES,  "W.  Jennings,  care  of  Drs.  Henderson  and 
Macleod,  Shanghai,  China. 

1887  MoEGAN,  "William  Lewis,  Surgeon  to  the  EadclifFe  Infir- 
mary, Oxford  ;  42,  Broad  Street,  Oxford. 

O.M.  MoETON,  A.  Staneobb,  Assistant  Surgeon  to  the  Koyal 
London  Ophthalmic  Hospital,  Moorfields  ;  Ophthal- 
mic Surgeon  to  the  Great  Northern  Central  Hospital ; 
26,  Weymouth  Street,  W.     (C.  1886-9.) 

1891     Mossop,  Aethue  George,  Newhaven,  Sussex. 

1890  MowAT,  Daniel,  M.D.,  Holmwood,  Stamford  Hill,  N. 

O.M.  Mules,  P.  H.,  M.D.,  Surgeon  to  the  Eoyal  Eye  Hos- 
pital, Manchester;  Delamer  Eoad,  Bowdon,  Cheshire. 
(C.  1886-9.) 

1891  Mtddelton-Gavey,   Edwaed    Heebeet,   94,  Wimpole 

Street,  W. 

1893     Napiee,  E.  H.,  M.B.,  18,  Brandon  Place,  Glasgow. 

O.M.  *Nelson,  Joseph,  M.D.  (C),  Ophthalmic  Surgeon  to 
Royal  Hospital  and  to  Queen  Street  Children's 
Hospital,  Belfast ;  29,  Wellington  Place,  Belfast. 

O.M.  *Nettleship,  Edwaed,  Ophthalmic  Surgeon  to,  and 
Lecturer  on  Ophthalmic  Surgery  at,  St.  Thomas's 
Hospital ;  Surgeon  to  the  Royal  London  Ophthalmic 
Hospital,  Moorfields  ;  5,  Wimpole  Street,  W.  (S. 
1880-3.     C.  1883-6.     V.-P.  1886-9.) 

1881  Nicholson,  A.,  Surgeon  to  the  Sussex  and  Brighton 
Infirmary  for  Diseases  of  the  Eye  ;  30,  Brunswick 
Square,  Brighton. 

1889  tO'KiNEALY,  Eeedeeick,  Indian  Medical  Service,  11, 
Elysium  Row,  Calcutta. 

1884     Oldham,  Chaeles  J,  1,  Brunswick  Place,  Brighton. 
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O.M.  Oed,  "W.  M.,  M.D.  (V.-P.),  Physician  to,  and  Lecturer 
on  Medicine  at,  St.  Thomas's  Hospital ;  37,  Upper 
Brook  Street,  W.     (T.  1886-91.) 

1881  Oemerod,  J.  A.,  M.D.  (C),  Physician  to  the  National 
Hospital  for  the  Paralysed  and  Epileptic  ;  Assistant 
Physician  to  St.  Bartholomew's  Hospital ;  25,  Upper 
Wimpole  Street,  AV. 

1892  tOiiR,  Andrew  William,  M.D. ,  6a,  Bedford  Square.W.C. 
1890  tOsBOENE,  A.  B.,  M.D.,  46,  McNab  Street  South,  Hamil- 
ton, Canada. 

O.M.  Owen,  D.  C.  Lloyd  (V.-P.),  Surgeon  to  the  Birmingham 
and  Midland  Eye  Hospital ;  51,  Newhall  Street,  Bir- 
mingham. 

O.M.  Page,  Heebeet  \V.,  Surgeon  to  St.  Mary's  Hospital ; 
146,  Harley  Street,  W.     (C.  1890-3.) 

1890  fPALMEE,  L.  Loean,  M.D.,  42,  St.  George  Street,  Toronto, 

Ontario,  Canada. 

1893  Part,  J.  Sheplet,  26,  Ashchurch  Park  Villas,  W. 

1887  tPATELL,    D.    H.,   12,  Eagoouatti   Dadagi   Street,  Forb, 

Bombay. 
O.M.    Penfold,    Henet,   Consulting   Surgeon   to  the  Sussex 
Eye  Hospital ;  7,  Brunswick  Place,  Brighton. 

1891  Peeet,  A.,  Surgeon  Captain ;   care   of  Senior   Medical 

Officer,  Colombo,  Ceylon. 
1889  fPEEEY,  Feancis  F.,  Professor  of  Ophthalmic  Surgery, 
Lahore  Medical  College,  Punjab,  India. 

1888  Peecival,  Archibald  Stanley,  M.B.,  B.Ch.,  Ophthal- 

mic Surgeon  to  the  Children's  Hospital,  Newcastle- 
on-Tyue;   16,  Ellison  Place,  Newcastle-on-Tyne. 

1889  Phillips,  T.,  Royal  Ophthalmic  Hospital,  Moorfields. 
O.M.    Powee,  Heney  (V.-P.),  Senior  Ophthalmic  Surgeon  to, 

and  Lecturer  on  Ophthalmic  Surgery  at,  St.  Bartho- 
lomew's Hospital ;  Consulting  Surgeon  to  the 
Westminster  Ophthalmic  Hospital ;  37a,  Great  Cum- 
berland Place,  W.  {Pres.  1890-3.  V.-P.  1882-5. 
C.  1880-2.) 
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1888  Peice,  John  A.  P.,  M.D.,  Assistant  Surgeon  to  the  Eoyal 
Berkshire  Hospital ;  41,  Castle  Street,  Eeading. 

1882  Prichaed,  Aethue  "William,  Surgeon  to  the  Bristol 
"Royal  Infirmary,  to  the  Bristol  Eye  Dispensary,  and 
to  the  Bristol  Asylum  for  the  Blind;  6,  Kodney 
Place,  Clifton. 

O.M.  Peichaed,  AiTGUSTiN,  Consulting  Surgeon  to  the  Bristol 
Eoyal  Infirmary  and  Eye  Dispensary  ;  4,  Chesterfield 
Place,  Clifton.     (V.-P.  1881-4.) 

1892  Peonqee,  Chaeles  Eenest,  1,  Grosvenor  Terrace,  Har- 
rogate. 

O.M.  PuEVEs,  W.  Latdlaw,  Aural  Surgeon  to  Gruy's  Hospital ; 
Ophthalmic  and  Aural  Surgeon  to  the  Hospital  for 
Paralysis  and  Epilepsy  ;  20,  Stratford  Place,  Oxford 
Street,  "W. 

1888  Eaint,  Adam  E.,  M.B.,  Melbourne,  New  South  "Wales. 

1889  Eamsat,  a.  Maitland,  M.B.,  Pathologist  to  the  Glasgow 

Eye  Infirmary ;  9,  Eimbank  Street,  Glasgow. 

1881  tEEEVE,  E.  A.,  M.D.,  Surgeon  to  the  Toronto  General 
Hospital,  and  to  the  Mercer  Eye  and  Ear  Infirmary; 
22,  Shuter  Street,  Toronto,  Canada. 

O.M.  Eeid,  Thomas,  M.D.,  Surgeon  to  the  Glasgow  Eye  In- 
firmary, and  Lecturer  on  Ophthalmic  Medicine, 
University  of  Glasgow ;  11,  Eimbank  Street,  Glas- 
gow.    (Y.-P.  1884-7.) 

1885  Eentok,  James  Ceawfobd,  M.D.,  1,  "Woodside  Terrace, 
Glasgow. 

1891  Eetnolds,  Austin  Edwaed,  Highcroft,  Shepherd's  Hill, 

Highgate,  N. 

1892  EiDLEY,  Nicholas  C,  R.N.,  St.  Mary's  Hospital. 

1885  EoBEETS,  Edwaed,  12,  St.  John  Street,  Deansgate, 
Manchester. 

O.M.  *EoBEETSON,  D.  Aegyll,  M.D.  (Pres.),  Ophthalmic  Sur- 
geon to  the  Edinburgh  Eoyal  Infirmary ;  18,  Charlotte 
Square,  Edinburgh.     ("V^.-P.  1881-2,  1886-9.) 
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ELECTED 

O.M.  EocKLiFFE,  W.  C,  M.D.  (C),  Ophthalmic  Surgeon  to 
the  Hull  Eoyal  Infirmary;  17,  Charlotte  Street, 
Hull. 

1890  KoLSTON,  John  R.,  Ophthalmic  Surgeon  to  the  Royal 

Albert  Hospital  and  Eye  Infirmary,  Devonport ; 
5,  St.  Aubyn  Street,  Devonport. 

1891  EoPEE,  Aethue  Chaeles,  21,  East  Southernhay,  Exeter. 
1882  fRoTH,  Reutee  E.,  42,  College  Street,  Hyde  Park,  Sydney, 

New  South  Wales. 
1893    Rowan,  John,  M.B.,  50,  Eldon  Street,  Greenock,  X.B. 
1881  fRuDALL,  J.  T.,  Surgeon  to  the  Alfred  Hospital  and  the 

Victorian  Institute  for  the  Blind,  and  Consulting 

Surgeon    to   the   Melbourne   Hospital ;    61,  Spring 

Street,  Melbourne,  Australia. 
1889    RuTTLE,  RoBEET,  Myrtle  House,  Accrington,  Lancashire. 
1888  tSANDEES,  RiCHAED  C,  M.D.,  36,  Chowringhee,  Calcutta. 

1884  Sandfoed,  Aethtje  W.,  M.D.,  Surgeon   to   the   Cork 

Eye,  Ear,  and  Throat  Hospital;  Lecturer  on  Oph- 
thalmology and  Otology,  Queen's  College,  Cork ; 
13,  St.  Patrick's  Place,  Cork. 

1881  *Sansom,  a.  E.,  M.D.  (C),  Physician  to  the  London 
Hospital ;  Physician  to  the  North-Eastern  Hospital 
for  Children  ;  84,  Harley  Street,  W. 

O.M.  Savage,  G.  H.,  M.D.  (C),  Lecturer  on  Mental  Diseases 
at  Guy's  Hospital ;  3,  Henrietta  Street,  Cavendish 
Square,  W. 

1891  ScHOESTEiN,  GusTAVE,  80,  Westboume  Park  Road,  W. 
1888     Scott,  Kenneth  M.,  M.B.,  Ophthalmic  Surgeon  to  the 

Kasr-el-Aini  Hospital,  Egypt ;  Sharia-el-Manakh, 
Cairo,  Egypt. 

1885  ScoUGAL,  Edwaed  Fowlee,  M.D.,  1,  March  Wood  Road, 

Huddersfield. 

1892  Shannon,  J.  R.,  M.D.,  Kingston,  Ontaria,  Canada. 

O.M.  Shaeket,  S.  J.,  M.D.,  Assistant  Physician,  Joint  Lec- 
turer on  Pathology  and  Demonstrator  of  Morbid 
Anatomy,  St.  Thomas's  Hospital ;  2,  Portland  Place, 
W.     (S."  1885-8.     C.  1888-91.) 
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ELECTED 

1883  Shears,  Chaeles,  Senior  Assistant  Surgeon  to  the  Liver- 
pool Eye  and  Ear  Infirmary;  19,  Upper  Duke  Street, 
Rodney  Street,  Liverpool. 

1892  tSHEPPAED,  Arthur  Murray,  26,  Delamere  Street,  "W. 
1883     SiLcoCK,  A.   Q.   (C),  Surgeon  to  St.   Mary's  Hospital 

and   to  the   Royal   London    Oplithalmic   Hospital ; 
52,  Harley  Street,  W.     (S.  1889-92.) 
1891     Sinclair,  Walter   William,  Eye  Hospital,   Birming- 
ham. 

1891  Smith,  Frederick  A.  A.,  M.D.,  CM.,  Surgeon  to  the 
Cheltenham  Eye,  Ear,  and  Throat  Infirmary  ;  Port- 
land House,  Cheltenham. 

1889     Smith,  John,  M.D.,  Brycehall,  Kirkcaldy. 

1883  Smith,  R.  Percy,  M.D.,  Resident  Physician  and  Medical 
Superintendent,  Bethlem  Royal  Hospital,  S.E. 

O.M.  Smith,  Priestley,  Ophthalmic  Surgeon  to  the  Queen's 
Hospital,  Birmingham ;  34,  Paradise  Street,  Birming- 
ham.    (V.-P.  1887-90.     C.  1883-6.) 

1881  Smith,  T.  Gilbart,  M.D.,  Physician  to  the  London 
Hospital ;  68,  Harley  Street,  W. 

O.M.  Snell,  Simeon  (V.-P.),  Ophthalmic  Surgeon  to  the 
She£Beld  General  Infirmary  ;  17,  Eyre  Street,  Shef- 
field.    (C.  188-1-7.) 

1889  Spencer,  Matthew  H.,  M.B.,  B.Ch.,  Seaman's  Hospital, 
Greenwich,  S.E, 

1889  Spicer,  Wm.  T.  Holmes,  M.B.,  Ophthalmic  Surgeon 
to  the  Victoria  Hospital  for  Children  and  Ophthal- 
mic Surgeon  to  the  Metropolitan  Hospital ;  6a, 
Bedford  Square,  W.C. 

O.M.  Square,  W.,  Surgeon  to  the  Plymouth  Royal  Eye  In- 
firmary ;  14,  Portland  Square,  Plymouth. 

1886  Stephenson,  Sydney  H.  A.,  62,  Welbeck  Street,  W. 

1893  Stirling,  Alexander  Williamson,  M.D.,  Royal  West- 

minster Ophthalmic  Hospital. 

1887  tSiiBLiNG,  J.  W.,  M.B.,  873,  Dorchester  Street,  Montreal, 

Canada. 
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ELECTED 

O.M.  IStoet,  J.  B.,  Surgeon  and  Clinical  Lecturer  on  Ophthal- 
mic and  Aural  Surgery  at  St.  Mark's  Ophthalmic 
Hospital ;  Professor  of  Ophthalmic  Surgery,  Eoyal 
College  o£  Surgeons  of  Ireland;  24,  Lower  Baggot 
Street,  Dublin.     (C.  1885-8.) 

O.M.  fSiUEGE,  W.  A.,  M.D.,  15,  Rue  Longchamp,  Nice,  Les 
Alpes  Maritiraes. 

O.M.  SwANZY,  H.  E.,  Surgeon  to  the  National  Eye  and  Ear 
Infirmary,  Dublin  ;  23,  Merrion  Square  North, 
Dublin.     (V.-P.  1880-1,  1889-92.) 

1888  Sym,  Wm.  G.,  M.D.,  Assistant  Ophthalmic  Surgeon  to 

the  Eoyal  Infirmary  ;  Junior  Ophthalmic  Surgeon 
to  the  Eye,  Ear,  and  Throat  Hospital,  Edinburgh  ; 
Surgeon  to  the  Leith  Eye  Dispensary  ;  50,  Queen 
Street,  Edinburgh. 

1883  tSymons,  Makk  Johnston,  M.D.,  Ophthalmic  Surgeon 
to  the  Adelaide  Hospital;  North  Terrace,  Adelaide, 
South  Australia. 

1886  Sympson,  E.  Mansel,  M.D.,  Surgeon  to  the  Lincoln 
County  Hospital ;  3,  James  Street,  Lincoln. 

O.M.  Tay,  Waeen,  Surgeon  and  Ophthalmic  Surgeon  to  the 
London  Hospital  ;  Surgeon  to  the  Eoyal  London 
Ophthalmic  Hospital,  Moorfields  ;  4,  Fiusbury 
Square,  E.G.     (C.  1880-2.) 

1882  Taylor,  C.  B.,  M.D.,  Surgeon  to  the  Nottingham  Eye 
Infirmary  ;  9,  Park  Row,  Nottingham. 

1891    Taylos,  James,  M.D.,  34,  Welbeck  Street,  W. 

1889  Taylor,  S.  J.,  M.B.,  34,  Prince  of  Wales'  Road,  Norwich. 

O.M.  Teale,  T.  Peidgin,  F.R.S.,  Surgeon  to  the  Leeds  General 
Infirmary;  38,  Cookridge  Street,  Leeds.  (V.-P. 
1880-1.) 

O.M.  Thomas,  Jabez,  Surgeon  to  the  Swansea  Hospital  and 
Eye  Infirmary  ;  Ty-Cerrig,  Swansea. 

1885    Thompson,  C.  S.,  Bideford,  Devon. 
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ELECTED 

1888  Thompson,  John  Tatham,  M.B.,  Ophthalmic  Surgeon  to 
the  Cardiff  Infirmary  and  to  the  South  "Wales  Insti- 
tute for  the  Blind ;  24,  Windsor  Place,  Cardiff. 

1883  tToBiN,  William,  31,  Hollis  Street,  Halifax,  Nova  Scotia, 
Canada. 

1883  Tooth,  Howard  H.,  M.D.,  Physician  to  the  National 
Hospital  for  the  Paralysed  and  Epileptic  and  to  the 
Metropolitan  Free  Hospital ;  34,  Harley  Street,  W. 

O.M.  TosswiLL,  L.  H.,  Surgeon  to  the  West  of  England  Eye 
Infirmary,  28,  West  Southernhay,  Exeter. 

1890  TuENEE,  William  Aldeen,  M.B  ,  13,  Queen  Anne 
Street,  W. 

O.M.  Tweedy,  John  (V.-P.),  Ophthalmic  Surgeon  to  Universitv 
College  Hospital,  and  Professor  ot  Ophthalmic 
Medicine  and  Surgery  at.  University  College  ;  Sur- 
geon to  the  Eoyal  London  Ophthalmic  Hospital, 
Moorfields  ;  100,  Harley  Street,  W.      (C.  1884-7.) 

1883  Fhthoff,  J.  C,  M.D.,  Surgeon  to  the  Sussex  and 
Brighton  Eye  Infirmary ;  9,  Brunswick  Place, 
Brighton. 

O.M.  Vernon,  Bowater  J.,  Ophthalmic  Surgeon  to  St.  Bar- 
tholomew's Hospital,  and  to  the  West  London 
Hospital ;  14,  Clarges  Street,  Mayfair,  W. 

1887  Waineweight,  Benjamin,  M.B.,  Assistant  Surgeon  to 

the  Eoyal  Westminster  Ophthalmic  Hospital,  and 
to  the  Charing  Cross  Hospital ;  67,  Grrosvenor  Street, 
W. 

1888  Walkee,  Cteil  H.,  M.B.,  3,  Leicester  Villas,  Clifton. 
O.M.     Walkee,    G.  E.,    Surgeon  to   St.  Paul's    Eye  and  Ear 

Hospital,  Liverpool ;  45,  Rodney  Street,  Liverpool. 

1892  Walker,  H.  Seckee,  Assistant  Ophthalmic  and  Aural 

Surgeon  to  the  G-eneral  Infirmary  Leeds ;  44a,  Park 
Square,  Leeds. 
1888     Wallace,  Wm.,  M.D.,  86,  Chelsea  Gardens,  S.W. 

1893  Waener,  F.  Ashton,  10,  Brechin  Place,  S.W. 

18i)3     Warren,  H.  Gut  S.,  17,  Oxford  Terrace,  Hyde  Park,  W. 
1893     Waterhouse,  Heebeet  F.,  M.D.,  Assistant  Surgeon  to 
Charing  Cross  Hospital ;  81,  Wimpole  Street,  W. 
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ELECTED 

O.M,  Watson,  W.  Spencee,  Surgeon  to  the  Great  Northern 
Central  Hospital  and  Royal  South  London  Oph- 
thalmic Hospital ;  7,  Henrietta  Street,  Cavendish 
Square,  W.     (C.  1883-6.) 

1893     Weekes,  Chaeles  Jones,  Sydney,  New  South  Wales. 

1887  Wells,  Aethue  P.  L.,  M.B.,  3,  Belsize  Park,  N.W. 

1885  Weenee,  Louis,  M.B.,  Ophthalmic  Surgeon  to  the  Mater 
MisericordisB  Hospital ;  Assistant  Surgeon  to  the 
National  and  Eye  and  Ear  Infirmary  ;  Lecturer  on 
Ophthalmology  in  the  Catholic  University ;  Exa- 
miner in  Ophthalmology  to  the  Dublin  and  Eoyal 
Universities  y  22,  Ely  Place,  Dublin. 

O.M.  West,  Samuel,  M.D.,  Assistant  Physician  to  St.  Bar- 
tholomew's Hospital ;  15,  Wimpole  Street,  AV.  (C. 
1888-91.) 

O.M,  *Wheeey,  G.  E.,  M.B.,  Surgeon  to  Addenbrooke's  Hos- 
pital ;  Corpus  Buildings,  Cambridge. 

1892     White,  G-.  B.  Mowee,  M.B.,  105,  Qower  Street,  W.C. 

1890  Williams,  Alfeed  H.,  M.B.,  CM.,  The  Manor  Lodge, 
Harrow. 

O.M.  Williams,  E,.,  Surgeon  to  the  Liverpool  Eye  and  Ear 
Infirmary  ;  82,  Eodney  Street,  Liverpool. 

1889  Williamson,  Geo.  E.,  Hon.  Surgeon,  and  Surgeon  to 
the  Eye  Department  of  the  Eoyal  Infirmary,  New- 
castle-on-Tyne ;  22,  Eldon  Square,  Newcastle-on- 
Tyne. 

1888  tWiLLis,  C.  Fancoubt,  M.D.,  Quetta,  Baluchistan,  India. 

1889  Wood,  David  J.,  M.B.,  Woodburn,  Galashiels,  N.B. 

1889  WooDBUEN,  Wm.  H.,  42,  Sunderland  Eoad,  Forest  Hill, 

S.E. 

O.M.  WooDiiEAD,  G.  Sims,  M.D.,  Beverley,  Nightingale  Lane, 
Balham,  S.W. 

1890  *Weat,  Chas.,  Bank  Chambers,  Northend,  Croydon. 

1892  Weight,  E.  W.,  M.D.,  Cataraqui,  nr.  Kingston,  Ontario, 
Canada. 


KULES. 


(Revised  Jvme,  1893.) 


1.  Object  of  the  Societij. — The  object  of  the  Society  is  the  cultiva- 
tion and  promotion  of  Ophthalmology  in  the  United  Kingdom,  India, 
and  the  Colonies. 

2.  Constitution. — The  Society  shall  consist  of  Ordinary  and  Hono- 
rary members.  All  registered  medical  practitioners  of  the  United 
Kingdom,  and  all  legally  qualified  medical  men  in  India  and  the 
colonies,  whose  qualifications  are  satisfactory  to  the  Council  of  the 
Society,  shall  be  eligible  as  ordinary  members. 

3.  The  officers  of  this  Society  shall  consist  of  a  President,  four  or 
more  Yice-Presidents,  a  Treasui'er,  two  Secretaries,  a  Librarian,  and 
twelve  other  members,  who  together  shall  form  the  Council  and 
manage  the  Society's  affairs. 

4.  Ordinary  Members. — Candidates  shall  be  proposed  on  a  form 
provided  for  the  purpose  and  signed  by  three  members  from  personal 
knowledge.  The  proposal  paper  shall  be  read  at  one  Ordinary 
Meeting,  and  the  Ballot  shall  be  taken  at  the  following  Meeting. 
No  election  shall  take  place  unless  ten  members  vote,  and  no  person 
shall  be  elected  who  does  not  obtain  four  fifths  of  the  votes  given. 

5.  Form  of  Admission  by  the  Chairman. — Members  shall  be  admitted 
personally  by  the  following  form,  after  signing  their  names  in  the 
Admission  Book,  and  paying  their  first  Annual  Subscription.  Form 
of  admission. — "  By  the  authority  and  in  the  name  of  the  Ophthal- 
mological  Society  of  the  United  Kingdom,  I  admit  you  a  member 
thereof." 

6.  Honorary  Members. — The  Council  shall  have  the  power  of  pro- 
posing for  election  as  Honorary  members  men  of  distinguished 
eminence  in  Ophthalmology,  or  in  the  sciences  bearing  upon  it. 
They  shall  be  elected  by  ballot  in  the  same  manner  as  Ordinai-y 
members  at  the  next  meeting.  The  Honorary  members  shall  not 
exceed  ten  in  number. 
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7.  Resignation  of  Members.— Any  member  may  retire  from  the 
Society  after  signifying  his  intention  in  wi-iting  to  the  Secretaries 
and  paying  any  contribution  due  from  him. 

8.  Be-admission  of  Members. — Any  member  who  has  retired  from 
the  Society  and  wishes  to  rejoin  it,  must  be  proposed,  balloted  for, 
and  admitted  in  accordance  with  Rules  4  and  5. 

9.  Expulsion  of  Members. — A  member  can  be  expelled  only  at  a 
General  Meeting  especially  called  for  that  purpose,  and  of  which  a 
written  notice  shall  have  been  sent  to  every  member  at  least  four- 
teen days  previously.  At  least  ten  votes  must  be  recorded,  aud  four 
fifths  shall  carry  the  expulsion. 

10.  Subscriptions.— The  Annual  Subscription  shall  be  One  Guinea, 
payable  in  advance  in  the  month  of  October.  Each  member  on 
election  shall  pay  an  Entrance  Fee  of  One  Guinea  in  addition  to  the 
Subscription,  but  in  the  case  of  a  member  elected  at  a  meeting  of 
the  Session  subsequent  to  Easter  he  shall  not  be  required  to  pay  a 
Subscription  during  the  next  Session. 

11.  Arrears. — Any  member  whose  Subscription  is  six  months  in 
arrear  shall  be  reminded  of  the  same  by  one  of  the  Secretaries,  and 
if  it  be  not  paid  within  the  current  year  he  shall  cease  to  be  a 
member. 

12.  Composition  Fee  for  Resident  Members- — Any  member  may  on 
entrance  pay  a  Composition  Fee  of  Fifteen  Guineas  and  be  thereby 
exempted  from  paying  any  further  Subscriptions,  such  member 
enjoying  all  the  same  rights  and  privileges  as  if  he  were  a  Subscribing 
member.  After  enti'ance,  the  Composition  Fee  will  be  according 
to  the  following  scale : — After  less  than  five  payments  Fourteen 
Guineas,  after  five  payments  Thirteen  Guineas,  after  ten  pay- 
ments Twelve  Guineas,  after  fifteen  payments  Eleven  Guineas,  after 
twenty  payments  Ten  Guineas,  after  Twenty-five  payments  Eight 
and  a  Half  Guineas,  after  thirty  payments  Seven  Guineas,  after 
thiry-five  payments  Five  Guineas,  after  forty  payments  Two  and  a 
Half  Guineas,  and  after  forty-five  payments  nil. 

13.  Composition  Fees  for  Non-Resident  Members. — Any  member 
resident  out  of  the  United  Kingdom  may  pay  a  Composition  Fee 
of  Seven  Guineas  instead  of  the  Annual  Subscription,  and  will 
then  be  entitled  to  receive,  post  free,  a  copy  of  the  Society's  '  Trans- 
actions' each  year,  and  to  have  his  name  printed  in  the  list  of 
members;  but  if  at  any  time  he  subsequently  become  a  Resident 
member  of  the  Society,  the  question  of  further  payment  by  him 
shall  be  decided  by  the  Council.  N.B. — The  Composition  Fee 
will  be  held  to  include  the  Entrance  Fee  if  paid  any  time  during 
the  First  Session. 
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14.  Election  of  Officers. — The  Officers  of  the  Society  shall  be  elected 
yearly  by  Ballot  at  the  Annual  Meeting,  to  which  all  the  Ordinary 
members  shall  receive  one  week's  notice.  Balloting  lists  of  the 
names  recommended  by  the  Council  for  election  shall  be  sent  to  each 
Ordinary  member,  together  with  the  notice  of  the  Annual  Meeting. 
No  member  of  the  Council,  except  the  Treasurer  and  the  Librarian 
for  the  time  being,  shall  hold  the  same  office  for  more  than  three 
consecutive  years.  Any  ordinary  member  of  Council  who  has  been 
absent  from  all  the  meetings  of  the  Council  for  one  session  shall  not 
be  eligible  for  election  to  the  Council  for  the  ensuing  session. 

15.  Scrutineers. — Two  Scrutineers  appointed  by  the  President  at 
the  commencement  of  the  Annual  Meeting  shall  receive  the  lists 
during  the  first  hour,  and  report  the  result  to  the  President,  who 
shall  have  a  casting  vote. 

16.  President  and  Vice-Presidents. — The  President  shall  regulate 
all  the  proceedings  of  the  Society  and  Council,  state  and  put  ques- 
tions, interpret  the  application  of  the  Laws,  and  decide  any  doubtful 
points.  He  shall  check  irregularities  and  enforce  the  observance  of 
the  Laws.  He  shall  sign  the  minutes  of  General  and  Council  Meet- 
ings. In  the  absence  of  the  President  one  of  the  Vice-Presidents, 
the  Treasurer,  or  some  other  member  chosen  by  the  Meeting, 
shall  perform  his  duties. 

17.  Secretaries. — The  Secretaries  shall  manage  all  correspondence, 
shall  attend  every  meeting  of  the  Society  and  Council,  and  take 
minutes,  which  shall  be  read  at  the  following  meeting.  They  shall 
notify  to  new  members  their  election.  They  shall  arrange  with  the 
President  the  order  of  proceedings  at  all  the  meetings.  They  shall 
have  charge  of  and  keep  a  register  of  all  papers  communicated, 
and  shall  be  the  Editors  of  the  '  Transactions.' 

18.  Treasurer. — The  Treasurer  shall  receive  all  moneys  due  to  the 
Society,  and  make  all  payments  ordered  by  the  Council,  keeping  an 
account  of  all  such  receipts  and  payments.  He  shall  keep  a  printed 
receipt  book  for  the  subscriptions,  and  every  receipt  shall  be  signed 
by  himself  and  countersigned  by  one  of  the  Secretaries.  He  shall 
present  to  the  Annual  Meeting  a  written  Report  of  the  financial 
state  of  the  Society,  signed  by  himself  and  by  two  members  of  the 
Audit  Committee. 

19.  Librarian. — The  Librarian  shall  have  entire  charge  and  con- 
trol of  the  Library.  He  shall  purchase  books  for  the  Library  as 
opportunities  arise  at  his  discretion  out  of  the  grant  previously 
voted  for  this  purpose  by  the  Council.  He  shall  see  that  all  books 
belonging  to  the  Society  are  duly  entered  in  the  Catalogue,  and  that 
the  periodicals  and  pamphlets  are  from  time  to  time,  as  occasion 
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may  require,  suitably  bound.     It  will  be  his  duty  to  see  that  the 
Library  Rules  are  not  infringed. 

20.  Audit  Committee. — The  President,  one  of  the  Secretaries,  and 
two  members  of  the  Society  nominated  by  the  President  at  some 
meeting  of  the  Society  previous  to  the  Annual  Meeting,  shall  form 
a  Committee  to  audit  the  Treasurer's  accounts. 

21.  Meetings  of  Council. — The  Council  shall  meet  immediately 
after  the  meetings  in  October,  January,  May,  and  June,  and  at  such 
other  times  as  they  may  be  specially  convened.  Three  shall  form 
a  quorum.  The  Council  shall  determine  questions  by  show  of  hands 
(or  by  Ballot  if  demanded),  the  President  having  in  both  cases  a 
casting  vote  in  addition  to  his  ordinai-y  vote.  The  Council  shall 
decide  upon  all  questions  relating  to  the  reception  of  communica- 
tions, and  to  their  publication  in  the  Society's  '  Transactions.' 

22.  Vacancies  of  Officers. — The  Council  shall  have  the  power  of 
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ABANDONMENT   OF  IRIDECTOMY  IN   THE 
EXTRACTION   OF   HARD  CATARACT. 

BEING 

THE    BOWMAN    LECTURE, 

Delivered  on  Friday,  June  9th,  1893, 

By  T.  Pridgin  Teale,  MA.,  M.B.Oxon.,  F.R.C.S.,  F.R.S., 

CONSULTING  SUHQEON  TO  THE  GENERAL  INFIRMAEY  AT  LEEDS. 


Inteoduction. 

Mr.  President  and  Gentlemen, — When  invited  by  the 
Council  of  tlie  Oplithalmological  Society  to  deliver  the 
Bowman  Lecture,  although  naturally  shrinking  from  the 
effort  which  such  a  responsible  work  entails,  I  felt  that  it 
would  not  be  right  to  decline.  The  invitation  conferred 
an  honour  which  it  would  have  been  ungracious  to  put 
aside,  and  imposed  a  responsibility  which,  perhaps,  it  would 
have  been  cowardly  to  shirk.  It  is  an  honour  to  one 
who  has  been  engaged  in  general  surgery  during  the 
whole  of  his  professional  life  to  be  invited  to  lecture 
before  this  Society,  especially  as  being  the  first  personal 
friend  of  Sir  William  Bowman  who,  since  the  latter's 
death,  has  been  invited  to  give  the  lecture  instituted  in 
honour  of  him  whose  memory  and  example  we  all  cherish 
and  revere,  and  by  whom  from  ray  student  days  I  was 
welcomed  to  the  most  intimate  friendship  and  to  constant 
professional  intercourse.      May  I  not  be  allowed  on   such 
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an  occasiou  to   give   some   personal  reminiscences  of  one 
who  has  so  recently  passed  away  from  us  in  full  mental 
activity    and   witli    undiminished   interest    in   everything 
scientific  which  bears  upon  our  work  ?      Moreover,  there 
is  perhaps  a  certain  fitness  in   my  undertaking  this  task, 
seeing  that   I  am   one   of  the   very   few   now  living   who 
have  witnessed  from  beginning  to  end  the  great   modern 
revolution    in   ophthalmic  science  of    which    Sir  William 
Bowman  pars  magna  fult.      It   is  well-nigh   forty   years 
since  a  small  band  of  ophthalmic  students  were  busily  at 
work  with  Bowman  and   Critchett  at  Moorfields  Hospital 
in  the  earliest  studies  with  the  ophthalmoscope.      I  recall 
Hulke,  whom  1  succeeded  as  Bowman's  clinical  assistant, 
George  Lawson,  Edward  Liveing,  Jonathan   Hutchinson, 
Warlomont,  of  Brussels,  and  those  gone  from  us — Anstie, 
Soelbcrg    Wells,    and    W.    H.    Stone    of    St.    Thomas's 
Hospital.      This  was,  indeed,  the  commencement  of  a  new 
era,  and  started  us,  who  were  beginners  on  a  career,  full 
of  intense  interest  and  promise.      Parallel  with  the  dis- 
coveries by  the   ophthalmoscope  there   came  an  immense 
impulse  to  ophthalmic   surgery.      Extraction  of   cataract 
by  the  old  semilunar  flap  in  the  skilled  hands  of  Bowman 
and  Critchett  and  others  had  been  brought  to  a  perfection 
of  dexterity  such   as  the  present  generation  can   hardly 
conceive.      Imagine,    if   you    can,  the   surgeon   making  a 
large  semilunar  flap  of  the  upper  half  of  the  cornea  in  a 
nervous  patient  with  a  sensitive  conjunctiva  and  powerful 
orbicularis,    with    no    speculum    to    steady   the    lids,   no 
forceps  to  steady   the  eyeball,   no    cocaine   to   numb   the 
conjunctiva  and  cornea,  and  no  chloroform  or  ether  as  a 
general  anaesthetic.      Chloroform  was  then  deemed  unsafe 
on  account  of  the  risk  of  vomiting,  and  ether    had    not 
been  restored   to  British  practice.      Many  a   time   did   I 
assist   Bowman   in  such  extractions,  and  I  cannot  recall 
cither  a  wound  of  the  iris  or  the  loss  of  vitreous  humour. 
Extraction  of  cataract  was  then  the  highest  point  of  our 
young  ambition,  and  great  was  the  competition  amongst 
us    tt)    j)ractico    at    the     necropsies    at    King's     College 
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Hospital.  I  still  possess  the  Beer's  knife  and  still  use 
the  curette-cystotome  of  those  days^  the  latter  being 
better  in  form  than  modern  modifications.  Keratouyxis, 
the  slow  process  of  absorption  by  needling,  was  the  only 
method  of  dealing  with  soft  cataract,  requiring  numerous 
operations  and  many  weeks  in  time.  Iridectomy  was  un- 
discovered, we  knew  nothing  of  hypermetropia,  astigma- 
tism was  hardly  dreamed  of,  test  glasses  were  but  a 
series  of  convex  and  concave  spectacles  in  frames,  and 
test  types  were  strips  cut  out  of  books  and  newspapers 
pasted  on  a  board.  Then  followed  the  great  discoveries. 
Year  by  year,  when  I  visited  London,  Bowman  gave  me 
a  short  clinique  on  each  as  it  arose — first  on  iridectomy 
for  glaucoma,  fresh  from  its  promulgation  by  Graefe  at 
the  Ophthalmological  Congress  at  Brussels.  Later  he 
explained  to  me  hypermetropia  and  later  still  astigmatism, 
and  thus  started  me  to  work  at  each  of  these  new  depar- 
tures. Nut  less  remarkable  than  the  way  in  which  he 
imparted  this  knowledge  to  me  was  the  manner  in  which 
he  questioned  me  on  my  own  work  and  on  my  new  ideas 
in  treatment  or  practice.  These  he  listened  to  and  dis- 
cussed and  not  unfrequently  put  to  the  test  of  experience. 
Within  a  few  days  of  my  telling  him  of  my  work  on  ex- 
traction of  cataract  by  suction  and  showing  him  my  first 
suction  curette  he  adopted  the  principle,  had  a  special 
syringe  made  and  used  it  in  the  extraction  of  soft  cata- 
ract. When  in  18G0  I  wrote  a  paper  on  his  method  of 
treating  lacrymal  obstructions  and  suggested  bulbed 
probes  instead  of  his  probes  of  uniform  calibre,  he  had 
bulbed  probes  made  and  even  carried  the  principle  further 
than  I  had  done  by  using  bulbs  even  double  the  size  I 
had  suggested.  All  this  goes  to  illustrate  what  is  so 
well  known  of  him,  his  absolute  truthfulness  and  single- 
mindedness  and  the  earnest  scientific  spirit  in  which  he 
approached  every  question  bearing  upon  his  work.  As  a 
further  illustration  of  the  calm  nobility  of  Bowman's 
character,  I  may  quote  from  a  letter  in  answer  to  one  of 
mine,  in  which  latter,  whilst   congratulating   him  on    the 
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titular  honour  tlien  recently  conferred,  I  expressed 
regrets,  which  he  well  knew  that  I  felt,  that  circumstances 
had  in  the  end  turned  him  completely  aside  from  general 
surgery,  a  diversion  which  I  have  always  felt  to  have  been 
a  grievous  loss  to  British  surgery.  His  words  were  :  "  I 
am  receiving  many  (letters)  which  assure  me  that  the 
profession  approve  of  my  acceptance  of  the  honour — to 
me  an  immense  enhancement  of  it.  It  came  as  a  com- 
plete surprise,  as  I  have  never  thought  myself  as  in  the 
running  in  that  field.  The  cast  of  my  life  has  been  the 
sport  of  circumstances  which  have  befallen  as  they 
chanced.  I  have  only  wished  to  make  the  best  of  them 
as  they  came.  The  ophthalmic  field  was  entered  on 
gradually,  being  vacated  by  sad  losses  by  death.  The 
public  found  me  out.  I  could  not  have  long  followed 
both  departments.  I  have  no  reason  to  regret  what  has 
befallen  and  have  the  reposeful  thought  of  never  having 
fretted  about  what  was  of  really  very  little  importance." 

Choice  of  Subject. 

Let  mo  now  consider  how  best  to  employ  the  time 
during  which  it  is  my  privilege  to  address  you.  Two 
courses  seem  open  :  either  to  give  a  resume  oi  recent  work 
done  by  others  so  as  to  bring  up  our  knowledge  of  the 
progress  of  ophthalmic  science  to  the  level  of  the  present 
day  ;  or  to  give  you  some  conclusions  on  points  of  ophthal- 
mic practice  at  which  I  have  arrived  during  my  profes- 
sional life.  For  the  former  course  I  have  neither  time 
nor  inclination  nor  aptitude.  I  trust,  therefore,  that  the 
second  may  be  not  unacceptable  nor  deemed  a  waste  of 
time.  There  arc  two  subjects  on  which  I  have  endeavoured 
to  influence  the  practice  of  ophthalmic  surgery — viz.  the 
"treatment  of  soft  cataract  by  suction"  and  "the  aban- 
donment of  iridectomy  in  the  extraction  of  hard  cataract." 
On  the  first  I  have  published  little  of  importance  since 
the  earlier  years  of  its  introduction  to  the  profession, 
twenty-nine  years  ago,  so  that  numy  of   the    present  and 
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rising    generation   of   ophthalmic    surgeons    are    perhaps 
hardly   aware    of  the   rules   and   principles  laid  down  as 
guiding  and  rendering  safe  the  practice.      It  is  not,  how- 
ever, my  intention  to  make  use  of  the  present  opportunity 
to  repair  the  omission  and   reaffirm  the  principles.      On 
the   abandonment    of    iridectomy    in    extraction   of    hard 
cataract   I   have   spoken  or  written   on   several  occasions, 
but  have  never  given  an  authoritative  description  of  rules 
to  be  followed  in  the  operation  I  adv^ocate  or  of  that  which 
I  deem  to  be  its  cardinal  point — viz.  the  exact  method  of 
making  the  incision.      In    fact,  the  whole  question  of  the 
abandonment  of  iridectomy  seems  to  me  to  hang  upon  the 
exact  incision  that  shall  be  selected.    Those  who  fall  back 
upon  the  old   semilunar  flap  and  Beer's  or  Sichel's  knife 
and   carry    their   incision    close    up    to  the  sclero-corneal 
junction  will  hesitate   and   doubt  whether  they   have  not 
landed  themselves  in  greater  difficulties  and  disadvantages 
than  were  involved  in  the  operation  with  iridectomy.     On 
studying   the    records   of  operations   for    cataract  in   my 
private  practice — the   only    records  which   are  practically 
available — I  find  that  up  to  the  year  1863  my  only  opera- 
tion for  removal  of  hard  cataract  was  the  original  method 
by   semilunar  flap  made  with  a  Beer's  knife  or  Sichel's 
narrower  modification.      Then   during  the  years  1866   to 
1869   the   forms    of  operation   prevailing   were  those   of 
Graefe  or  Graefe-Critchett,  of  which  unfortunately  I  have 
no   sketch,  but  which   consisted,  I   believe,  in   extraction 
without   iridectomy,  in  which  Graefe's  knife  and  incision 
were  used.      Thereupon  the  old  semilunar  flap  reappeared, 
and  finally  in   1871 — 72  I  definitely  adopted  the  form  of 
operation  entered  in  my  earlier   notes  as  a  shallow   flap, 
which  it  is  my  aim  to  describe  to-day,  Graefe's  operation 
with    iridectomy   being    reserved    for    exceptional    cases. 
With   the    "  old   flap  "  my  results  were  very  satisfactory 
indeed ;     with    the     modified    operations    combined    with 
iridectomy  they  were  less  satisfactory  on  the  whole  ;   but 
what  unsettled  my  mind  more  than  anything  was  the  fact 
that  in  two  or  three  cases,  in  which  the  operation  was   as 
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perfect  as  I  could  make  it,  the  eye  went  wrong  and  siglit 
was  either  lost  or  the  result  was  very  imperfect.  About 
the  same  time  the  late  Mr.  Critchett  and  Dr.  Leibreich 
were  extracting  without  iridectomy.  They  were,  I  believe, 
making  incisions  well  within  the  cornea,  sometimes  an 
upper  section,  sometimes  a  lower  section,  with  a  narrow 
Graefe's  knife,  such  as  had  been  used  for  linear  extrac- 
tion of  soft  cataract.  The  incision  was  in  the  main  linear, 
with  puncture  and  counter-puncture  in  the  sclero-corneal 
junction.  The  example  of  Mr.  Critchett  and  Dr.  Lei- 
breich and  my  own  dissatisfaction  with  the  iridectomy 
extraction  led  me  by  degrees  to  adopt  as  a  settled  prac- 
tice the  form  of  incision  which  I  shall  describe  as  the 
one  which  I  have  steadily  employed  in  a  large  majority  of 
cases  during  the  last  twenty  years. 

Details  of  the  Operation  op  Extraction  by  Shallow 

Flap. 

The  Society  will,  I  trust,  pardon  me  if  I  enter  some- 
what minutely  into  the  details  of  the  operation,  partly  as 
a  guide  to  those  who  may  be  disposed  to  adopt  the  method 
herein  recommended,  partly  as  a  pattern  which  others 
may  take  for  an  interesting  comparison  with  the  details 
they  themselves  employ,  but  chiefly  because  of  my  con- 
viction that  in  surgery  as  a  whole,  be  the  principles  of  an 
operation  ever  so  good,  success  is  frequently  not  obtained 
owing  to  the  imperfect  carrying  out  or  the  inadequate 
selection  of  detail. 

1.  Antiseptics. — Carbolic  acid  still  maintains  its  supre- 
macy in  my  surgical  work.  The  eyelids,  eyelashes,  con- 
junctiva and  conjunctival  recesses  are  well  cleansed  with 
a  solution  of  three  minims  to  the  ounce,  a  little  more 
than  I  per  cent.,  in  which  also  all  instruments  except  the 
knife  are  soaked. 

2.  Ann'stJtesia. — Cocaine  is  employed  exclusively.  For 
this  ])urpose  the  drops  to  be  used  are  specially  prepared 
just    before    the   operation.      A    small    tube  containing   a 
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grain  of  sterilised  cocaine  receives  ten  minims  of  distilled 
water,  and  this  is  instilled  into  the  eye  once  or  twice. 

Fig.  1. 


3.  The  lid-holder. — This  is  a  spring  speculum  of  a 
pattern  which  was  brought  to  me  from  the  Continent 
about  twenty  years  ago.  It  is  large,  strong  and  well 
curved,  and  yet  it  allows  ample  room  for  the  finger  and 
thumb  of  an  assistant  to  hold  it  firmly  and  by  means  of 
it  to  control  the  eyelids  and  defend  the  globe  from  inju- 
rious pressure  of  spasm  of  the  orbicularis.  The  spring 
speculum,  having  been  introduced,  is  put  in  charge  of  a 
competent  assistant. 

4.  Fixation  of  the  ey  eh  all. — The  surgeon  then  by  means 
of  conjunctival  forceps  with  broad  teeth  takes  hold  boldly 
of  the  conjunctiva  and  subconjunctival  tissue  about  three 
millimetres  below  the  cornea,  rolls  the  eye  downwards  and 
commences  the  incision. 

5.  The  knife. — My  earlier  shallow  flap  operations  were 
made  with  the  narrow  Graefe's  knife.  This  in  my  hands 
was  not  quite  satisfactory,  as  I  could  not  easily  retain  the 
aqueous  humour  up  to  the  moment  at  which  the  knife  edge 
reached  the  posterior  surface  of  the  cornea,  and  so  some- 
times the  iris  was  washed  over  the  edge  and  wounded. 
Some  of  my  friends   have   succeeded  with  Grraefe's  knife. 
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I,  however,  did  not  acquire  the  knack  of  using  it  to  my 
satisfaction,  and  therefore  fell  back  upon  the  long  narrow 
knife  of  Sichel,  which  by  its  wedge  shape  retains  the 
aqueous  up  to  the  moment  at  which  its  edge  is  turned 
forwards  against  the  cornea.      For  the  last  three  or  four 

Fig.  2, 


years  I  have  used  a  still  narrower  form  of  Sichel's  knife 
suggested  by  and  made  for  Mr.  R.  N.  Hartley,  which  is 
almost  identical  with  Taylor^s  marked  No.  822  in  Weiss's 
catalogue.  This  has  proved  to  be  admirable  for  the 
purpose,  combining  the  wedge  pi-inciple  of  Sichel  with  a 
close  approximation  to  the  narrow  Graefe. 

Fig.  3. 


6.  T]te  mode  of  incision. — The  point  of  the  knife  enters 
the  cornea  just  within  the  outer  margin  at  its  equator  and 
emerges  at  a  counter-puncture  just  within  the  inner 
margin  of  the  cornea  at  a  level  about  two  millimetres 
above  the  equator.  As  soon  as  the  counter-puncture  is 
well  accomplished  and  the  point  of  the  cataract  knife  has 
passed  out  of  the  cornea  to  the  extent  of  about  four 
millimetres  the  next  step  is  taken.  This  is  the  most 
critical  part  of  the  operation.  The  knife  is  somewhat 
rapidly  and  with  a  sort  of  knack  turned  directly  forwards 
so  that  the  blade,  which  up  to  this  point  has  been  parallel 
with  the  iris,  comes  to  a  right  angle  with  the  back  of  the 
cornea.      The   section    is   completed    by   cutting   directly 
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forwards,  this  final   cutting  being  vertically  through   the 
corneal   thickness,  absolutely  linear  and  in  position  about 

Fia.  4. 


midway  between  the  horizontal  equator  and  the  upper 
margin  of  the  cornea.  The  knack  of  this  part  of  the 
operation  consists  in  so  managing  the  knife  that,  as  soon 
as  it  is  turned  from  a  plane  parallel  with  the  iris,  in 
which  by  its  wedge  shape  it  retains  the  aqueous  humour, 
to  a  plane  vertical  to  the  back  of  the  cornea,  which  at 
once  allows  the  aqueous  to  escape,  the  edge  of  the  knife 
shall  rapidly  reach  the  posterior  surface  of  the  cornea 
and  be  in  contact  with  it  before  the  iris  can  fold  over  its 
edge.  Whilst  this  final  part  of  the  incision  is  being 
made  an  assistant  controls  the  eyelids  with  a  speculum, 
holding  them  slightly  off  the  eyeball  so  as  to  avert  any 
sudden  pressure  on  the  globe  during  the  completion  of 
the  incision.  The  incision  thus  made  is  practically  a 
shallow  flap,  chiefly  linear,  with  a  small  limb  at  an  obtuse 
angle  corresponding  to  the  heel  of  the  knife  at  the  outer 
edge  of  the  cornea,  and  a  still  smaller,  hardly  perceptible 
limb  corresponding  to  the  point  of  the  knife  at  the  inner 
edge  of  the  cornea.  At  the  limbs  the  knife  passes 
through  the  cornea  obliquely,  but  in  the  horizontal  linear 
part  it  cuts  vertically  through  the  corneal  structure. 

7.  The  section. — I  always  make  the  section  in  the 
upper  half  of  the  cornea,  using  the  right  hand  for  the 
right  eye  and  the  left  hand  for  the  left. 

8.  Extraction  of  the  cataract. — The  operation  is  com- 
pleted as  follows.  Whilst  the  assistant  continues  to 
control  the  eyelids  by  the  speculum,  the  operator,  keeping 
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.1  grip  of  the  conjunctiva  below  the  cornea,  so  presses 
the  holding  forceps  against  the  eyeball  as  to  steady 
the  lens  towards  the  cornea  whilst  he  ruptures  the 
capsule  with  the  cystotome.  By  this  manoeuvre  he 
avoids  the  risk  of  damage  to  the  suspensory  ligament 
by  pressure  of  the  cystotome.  After  the  rupture  of 
the  anterior  capsule  the  delivery  of  the  lens  is  effected 
by  the  mutual  manipulations  of  the  two  hands,  the 
one  maintaining  the  conjunctival  hold  with  the  forceps 
below    whilst   the    other     exercises    pressure    above    the 

Fig.  5. 


cornea  by  the  convex  surface  of  the  curette.  By  this 
means,  and  more  especially  by  the  pressure  of  the  curette 
just  above  the  cornea,  the  upper  edge  of  the  cataractous 
lens  is  made  to  present  itself  through  the  pupil  and 
wound,  and  a  very  slow  gradual  delivery  can  be  accom- 
plished by  the  combined  or  alternated  pressure  of  forceps 
and  curette.  Great  pains  are  taken  to  remove  by  the 
curette  any  remnants  of  the  cortical  portion  of  the  lens, 
so  as  to  completely  cleanse  the  anterior  chamber  and  the 
conjunctiva  from  all  debris. 

9.  Dressing  of  the  eye. — The  spring  speculum  is  only 
now  removed.  The  eyelids  and  eyelashes  are  then 
smeared  with  vaselin,  over  which  iodoform  is  dusted.  A 
pad  of  absorbent  cotton-wool  with  an  outer  layer  of  black 
cotton-wool  is  applied  to  each  eye  and  made  firm  with 
strapping.  I  have  for  many  j^ears  discarded  every  form 
of  bandage,  as  having  no  advantage  over  adhesive 
strapping  (except  for  men  with  a  very  hairy  face),  and  as 
having  the  serious  disadvantage  that  if  there  be  any 
swelling  of  the  eyelids  there  is  no  yielding  and  therefore 
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a  possibility  of  injurious  pressure.  If  all  goes  on  well, 
and  if  there  is  but  little  pain  and  little  watering  of  tbe 
eye  so  that  the  pad  remains  dry,  I  leave  the  eye  undis- 
turbed and  unlooked  at  until  the  eighth  day,  when  I 
change  the  pad  of  the  eye  that  has  been  operated  upon 
and  remove  the  pad  from  the  other. 

I  have  gone  thus  minutely  into  the  steps  of  the  opera- 
tion in  the  belief  that  if  we  are  to  have  improved  results 
by  the  abandonment  of  iridectomy  it  will  not  be  by 
returning  to  the  old  semilunar  flap  nor  by  incision  at  the 
sclero-corneal  junction,  but  hy  reducing  the  incision  to  as 
near  an  a'pproach  to  linear  extraction  as  the  integrity  of 
the  iris  and  the  hulk  of  the  cataract  will  permit.  The 
incision  I  have  described  has  proved  to  me  a  faithful 
servant,  and  will,  I  trust,  prove  to  be  so  to  others,  until  a 
better  method  can  be  invented.  The  advantages  of  the 
incision  above  described  are  as  follows  : — a.  In  as  far  as 
it  approaches  the  flap  opex^ation,  it  possesses  with  that 
operation  the  advantage  of  extrusion  of  the  cataract 
without  any  cutting  of  the  iris.  In  as  far  as  it  ap- 
proaches the  linear  it  obviates  to  a  great  extent  the 
disadvantages  of  the  flap  which  were  the  great  liability 
to  serious  prolapse  of  the  iris  and  to  the  displacement  of 
the  flap  by  the  upper  eyelid,  h.  The  position  of  the  greater 
part  of  the  incision  across  the  middle  and  not  at  the  base 
of  the  iris  allows  the  lens  more  readily  to  present  at  the 
wound  as  there  is  less  of  the  body  of  the  iris  to  be  dis- 
placed, c.  The  greater  part  of  the  wound  being  linear 
and  vertical  to  the  corneal  thickness,  as  soon  as  the  lens 
has  escaped  and  all  cortical  matter  has  been  removed  the 
wound  closes  absolutely  and  the  edges  fit,  leaving  a  level 
surface  which  permits  early  sealing  of  the  aqueous 
chamber,  d.  The  greater  part  of  the  wound  being  away 
from  the  base  of  the  iris  and  rather  towards  the  pupil, 
there  is  a  remarkable  facility  for  the  escape,  or  rather 
the  extrusion,  of  cortical  portions  of  the  lens,  the  reason 
for  which  is  discussed  later.  e.  The  incision  being 
entirely  in  the  cornea  and  away  from   the  ciliary  region. 
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there   is   probably   much  less   risk   of    irido-cyclitis  or  of 
subsequent  glaucoma. 

The  knife  is  made  by  Weiss  ;  the  spring  speculum 
(Graefe's)  is  made  by  Down  Bros.  ;  the  cystotome-curette 
— the  original  Moorfielch  Hosjntal  pattern — is  also  made  by 
Down  Bros.  ;  the  conjunctival  forceps  (Schmidt-Rumpler) 
is  made  by  Messrs.  Krohne  and  Sesemann  (Catalogue, 
3993). 

Tearing  (Discission)  of  Opaque  and  Crumpled  Posterior 
Capsule  and  its  Risks. 

There  is,  according  to  Landolt,  great  diversity  of 
opiuion  as  to  the  danger  involved  in  needling  the  poste- 
rior capsule.  Knapp  and  others  considered  it  absolutely 
without  danger  if  done  with  proper  precautions,  whereas 
a  large  number  of  operators  only  do  it  when  compelled 
because  it  is  occasionally  followed  by  irido-cyclitis  or 
panophthalmitis.  The  question  is  of  considerable  import- 
ance and  amounts  to  this  :  Are  we,  with  those  who  fear 
bad  results,  to  rest  content  with  second-rate  vision  from 
an  opaque  capsule,  or  shall  \ve,  with  Knapp,  freely  give 
such  cases  the  chance  of  good  vision,  venturing  a  certain 
amount  of  risk  ?  And  what  is  the  degree  of  risk  ? 
Judging  from  my  own  experience  I  should  say  that  the 
risk  is  small,  as  I  have  rarely  had  any  trouble  in  conse- 
quence. A  more  important  question  is,  What  is  the 
nature  of  the  risk  ?  This  I  believe  to  be  in  its  begin- 
ning increased  tension,  which  unrelieved  may  in  some 
instances  drift  into  irido-cyclitis  or  panophthalmitis. 
How  are  we  to  deal  with  this  increasing  tension  ?  This 
is  an  interesting  point  and  one  which,  perhaps,  is  not  so 
fully  appreciated  as  it  deserves  to  be.  Lot  me  ilkistrate 
it  by  two  cases  which  recently  happened  in  niy  practice. 
In  both  instances  I  tore  with  needles  the  opaque  poste- 
rior capsule :  the  one  after  an  extraction  of  traumatic 
cataract  by  suction,  the  other  after  an  extraction  of  hard 
cataract   by   a    shallow    flap.       Within    forty-eight   hours 
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each  patient  suffered  intense  pain  and  dimness  of  vision 
from  increased  tension.  On  the  third  day  in  one  case 
and  on  the  fourth  in  the  other  I  punctured  with  a  broad 
needle  through  the  upper  part  of  the  cornea  and  through 
the  ii'is  into  the  vitreous  humour.  The  needle,  turned 
sideways,  allowed  a  few  drops  of  the  vitreous  humour  to 
escape.  In  a  quarter  of  an  hour,  in  each  case,  intense 
agony  was  converted  into  perfect  ease.  There  was  no 
relapse  of  pain  or  of  increased  tension,  and  in  a  fortnight 
the  subject  of  the  extraction  of  hard  cataract  read  J.  2. 
If  unchecked,  both  cases  would  most  likely  have  ended 
in  panophthalmitis.  All  I  know  about  the  foregoing 
method  of  dealing  with  such  cases  is  this.  In  the  year 
1864,  when  in  London,  I  told  Sir  William  Bowman  of  a 
case  of  extraction  by  the  semilunar  flap  which  was  caus- 
ing me  anxiety  because,  after  discission  of  the  capsule,  it 
was  falling  off  in  condition  on  account  of  increased 
tension.  He  told  me  of  the  simple  plan  of  puncture 
with  a  broad  needle  ''  through  the  iris  into  the  vitreous 
humour."  As  soon  as  I  returned  home  I  acted  upon 
this  advice  ;  normal  tension  was  restored  and  vision  was 
saved.  I  have,  now  and  then,  repeated  the  proceeding, 
though  only  rarely,  but  the  two  instances  I  have  named 
occurred  within  the  last  six  months."^ 

The  Lessons  to  be  deduced  from  a  Series  of  Cases. 

Let  me  now  read  the  lessons  of  my  own  experience  by 
analysing,  as  far  as  my  notes  will  permit,  the  last  100 
cases.  These  notes  are  less  complete  than  I  could  wish, 
not  having  been  taken  with  any  view  to  publication,  and 
are  sometimes  defective  from  the  omission  to  record  the 
final  result  in  vision.  Yet  we  may  deduce  from  them  at 
least  certain  broad  lessons  which  are  of  use  in  estimating 
the  value  of  the  operation  employed. 

1.  Anesthetics. — Of  the  100  cases  the  first  4  were 
under  ether ;   all  the  rest  were  under  cocaine. 

*  I  comuiuuicated  this  case  to  the  '  Brit.  Med.  Jouru.,'  vol.  i,  1864,  p.  40-1. 
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2.  Iridectomy. — In  10  a  preliminary  iridectomy  was 
performed  and  in  1  an  iridectomy  at  the  time  of  opera- 
tion^ leaving  89  operations  without  iridectomy.  Of  the 
10  cases  of  preliminai'y  iridectomy  5  were  done  in  order 
to  artificially  ripen  immature  cataract.  The  other  cases 
were  as  follows  :  (1)  A  feeble  woman  with  diabetes  ;  (2) 
a  woman  with  only  one  eye  ;  (3)  a  man,  aged  eighty-four, 
recently  recovered  from  pneumonia  ;  (4)  an  old  man  with 
subacute  glaucoma ;  and  (5)  a  man  in  whom  the  lens  had 
been  forcibly  dislocated  by  a  quack,  with  consequent 
glaucoma. 

3.  Accidents  at  the  time  of  operation. — Out  of  the  89 
shallow  flap  operations  the  vitreous  was  lost  in  three 
instances,  in  all  of  which  there  was  a  fluid  vitreous, 
implying  defective  suspensory  ligament.  In  two  cases 
the  iris  was  grazed  by  the  knife.  The  remaining  84  are 
recorded  as  without  accident — i.  e.  the  operations  were 
completed  without  a  flaw.  There  is  not  a  single  record 
of  dislocation  of  the  vitreous  from  damage  to  the  suspen- 
sory ligament  during  the  operation.  On  this  point  I 
shall  say  more  presently. 

4.  Failures. — In  the  89  cases  there  were  six  failures. 
One  occurred  in  the  case  of  a  drunkard  ;  a  second  in  a 
lady  who  had  an  outburst  of  hysterical  weeping  two  days 
after  the  operation  ;  in  a  third  the  iris  was  wounded  ;  a 
fourth  was  in  a  man,  aged  eiglity-four,  whose  other  eye 
was  also  lost  after  an  operation  combined  with  iridectomy  ; 
and  the  fifth  and  sixth  failed  without  obvious  cause. 

5.  Subsequent  iridectomy  and  artificial  'pupil. — This  is 
noted  in  11  out  of  the  89. 

In  all  these  cases  except  two  the  resulting  vision  was 
good.  Five  read  J.  1  easily  ;  four  are  stated  to  have 
"good  vision;"  and  two  are  recorded  as  "poor,"  reading 
only  very  large  print,  such  as  J.  18. 

6.  Prolapse  of  iris. — It  is  difficult  to  be  quite  certain  in 
what  proportion  of  cases  this  occurred,  and  I  do  not  feel 
sure  that  every  instance  has  been  recorded.  Probably 
the   cases   in  which   subsequent  iridectomy  was   required 
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represent  the  more  serious  instances  of  prolapse,  and  there 
liave  been  a  few  cases  witli  a  small  adhesion  of  the  iris 
to  the  corner  of  the  iucision  without  serious  prolapse. 

7.  Glaucoma  as  a  sequel  to  extraction. — I  can  only- 
recall  one  case.  This  may  be  explained^  perhaps,  by  the 
fact  that  where  a  large  prolapse  occurs  the  case  usually 
demands  a  subsequent  iridectomy.  The  slighter  occa- 
sional adhesions  to  the  scar  do  not  appear  to  produce 
glaucoma  or  to  be  any  material  disadvantage,  and  are  not 
to  be  looked  upon  as  substantial  objections  to  the  shallow 
flap  operation. 

8.  Needling. — Of  the  remaining  72  cases  tearing  (dis- 
cission) of  opaque  or  crumpled  capsule  is  noted  in  14 
cases,  which  leaves  58  free  from  any  secondaiy  operation. 
Needling  has,  therefore,  been  an  exceptional  operation. 
That  this  is  not  a  general  experience  may  be  inferred 
from  a  review  of  the  new  edition  of  Mr.  Berry's  work  in 
the  'Lancet'  of  April  29th,  1893.  The  reviewer  says: 
"  As  a  matter  of  fact  the  operation  of  needling  is  almost 
always  required  if  the  patient  desires  to  read  ordinary 
type.  Even  when  the  lens  has  slipped  out  without  leav- 
ing more  than  a  trace  of  cortical  substance,  the  posterior 
capsule  and  membrane  of  the  vitreous  humour  become 
wrinkled  and  seriously  interfere  with  accurate  vision  of 
either  near  or  distant  objects."  De  Wecker,  speaking 
of  the  iridectomy  extraction,  says  :  "  In  another  class  of 
cases  the  cortical  masses  left  behind  remain  unabsorbed 
and  the  capsule  becomes  opaque  in  a  few  days.  After- 
wards capsulotomy  or  iridotomy  often  give  excellent 
results."  He  considers  ''these  complications  to  be  less 
common  after  the  simple  extraction,  and  that  when  they 
do  occur  the  secondary  operations  are  more  successful 
than  when  extraction  with  iridectomy  has  been  performed." 
The  final  results  of  the  fourteen  cases  in  which  needling 
of  the  capsule  was  required  are  that  ten  read  J.  1,  one 
read  ^^,  another  -^fpQ,  another  is  stated  to  have  "  very 
good  "  vision,  and  in  the  last  case  vision  is  not  recorded. 

9.  Reteiition  of  cortical  masses. — This   difficulty  seems 
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to  me  to  have  disappeared  undei'  the  operation  by  the 
shallow  flap  in  which  the  incision  is  at  a  distance  from 
the  margin  of  the  cornea ;  and  there  seems  to  be  a 
reason  for  this.  Take  an  illustration  from  hypopyon.  If 
we  try  to  let  out  the  pus  from  the  anterior  chamber  by 
making  an  incision  at  the  margin  of  the  cornea  we  find  it 
very  difiicult  to  evacuate,  partly  no  doubt  from  the  iris 
presenting  at  and  blocking  the  incision  ;  but  if  we  make 
an  incision,  especially  a  radial  one,  towards  the  centre  of 
the  cornea  the  pus  and  debris  escape  at  once.  The 
emptying  of  the  anterior  chamber  allows  the  lens  and  iris 
to  advance  towards  the  cornea  and  to  compress  and 
empty  the  angle  between  the  iris  and  cornea.  So,  in 
extraction  of  cataract  by  an  incision  away  from  the  angle, 
the  body  of  the  vitreous  presses  forwards  towards  the 
back  of  the  iris  and  forces  the  cortical  portions  of  the 
lens  away  from  the  angle  behind  the  iris  into  the  pupil 
and  so  towards  the  incision.  Hence  the  dealing  with 
cortical  portions  of  the  lens  ceases  to  be  a  practical  diffi- 
culty under  the  operation  by  the  shallow  flap.  Landolt 
and  De  Wecker  both  speak  of  retention  of  cortical 
masses  as  if  such  retention  were  not  uncommon  and  as  if 
the  dealing  with  them  were  a  serious  practical  difficulty. 

10.  Difilocation  of  the  vitreous  humour. — This  is  a  point 
of  considerable  moment  in  extraction  of  cataract.  It 
occurs  in  cases  in  which  the  vitreous  humour  is  healthy 
and  is  caused  by  straining  of  the  ocular  muscles  during 
the  operation,  whereby  the  upper  portion  of  the  suspen- 
sory ligament  is  damaged  so  that  the  unprotected  vntreous 
bulges  against  the  back  of  the  iris  and  forces  the  latter 
between  the  lips  of  the  wound,  interfering  with  proper 
fitting  and  making  it  gape.  This,  no  doubt,  is  what 
Knapp,  of  New  York,  refers  to  when  he  advises  an  irid- 
ectomy "  whenever  there  is  a  tendency  to  prolapse  and  it 
is  difficult  to  replace  the  iris."  Fuchs,  of  Vienna,  made 
the  same  remark  to  Mr.  H.  Seeker  Walker,  of  Leeds,  to 
whom  I  :un  indebted  for  extracts  from  foreign  journals 
bearing  upon  the   question  of  I'etention  or  abandonment 
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of  iridectomy.  In  my  series  of  89  there  is  not  one 
instance  of  damage  to  the  suspensory  ligament  or  a 
single  case  in  which  there  was  any  difficulty  in  replacing 
the  iris.  I  attribute  this  immunity  in  a  great  measure  to 
the  use  of  cocaine,  which  allows  very  free  manipulation 
of  the  eye  without  producing  muscular  spasm,  combined 
with  the  support  given  to  the  base  of  the  iris  and  the 
suspensory  ligament  by  the  portion  of  the  cornea  between 
the  incision  and  the  angle  of  the  anterior  chamber. 
There  are  two  periods  when  this  accident  may  occur. 
One  is  at  the  completion  of  the  incision.  This  may  be 
guarded  against  by  the  care  of  the  assistant  in  charge  of 
the  speculum,  who  by  judicious  leverage  of  the  thumb 
and  finger  can  control  and  hold  the  eyelids  away  from  the 
globe.  The  other  is  when  the  surgeon  is  using  the  cys- 
totome  for  rupturing  the  anterior  capsule  and  a  certain 
amount  of  pressure  is  of  necessity  made  upon  the  lens. 
This  danger  may  be  avoided  by  making  the  holding 
forceps  which  grasp  the  conjunctiva  below  the  cornea  so 
to  press  against  the  eyeball  as  to  steady  the  lens  towards 
the  cornea  and  cystotome. 

The  Tendency  to  Abandon  Iridectomy  in  Extraction 
OF  Hard  Cataract. 

Having  been  for  many  years  convinced  that  for  all  but 
exceptional  cases  an  operation  involving  iridectomy  is  not 
the  best  method  of  extraction  of  hard  cataract,  it  has 
been  a  matter  of  interest  to  observe  the  increasing  ten- 
dency of  ophthalmic  surgeons  to  move  towards  the  same 
opinion.  One  of  the  earliest  ophthalmic  writers  in 
England  to  publish  a  series  of  operations  by  a  shallow 
flap  without  iridectomy  was  Mr.  Snell,  of  Sheffield,  who 
was  my  assistant  and  house  surgeon  in  1870 — 72,  at  the 
time  when  I  was  beginning  to  adopt  the  shallow  flap  and 
to  abandon  iridectomy.  He  tells  me  that  of  his  last  200 
extractions  at  the  Sheffield  Infirmary  there  were  but 
thirteen  combined   with   iridectomy,   of    which   ten    were 

VOL.    xiii.  2 
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preliminary  to  Forster's  operation  for  immature  cataract 
and  two  or  three  were  accidental  at  the  time  of  operation. 
In  1885  Galezowski  began  to  operate  without  iridectomy. 
Of  1365  cases  reported  1173  were  without  iridectomy, 
179  with  it,  and  13  with  sphincterotomies  (division  of  the 
circular  fibres  of  the  iris).  In  1886  Knapp,  of  New 
York,  began  a  series  of  operations  without  iridectomy, 
reporting  450  "  simple  extractions,"  against  371  cases 
"  with  iridectomy."  In  1888  Professor  Schweigger,  of 
Berlin,  begin  to  abandon  iridectomy,  reserving  it  for 
special  cases.  Of  465  operations  400  were  "  simple  ex- 
tractions." De  Wecker,  of  Paris,  writes  in  November, 
1892,*  on  "  simple  extraction "  and  the  "  combined 
operation."  He  says: — "The  extraction  of  cataracts 
with  iridectomy  is  not — and  M.  Fuchs,  of  Vienna,  agrees 
with  us — the  safest."  ....  The  "  safest  to  avoid  a 
large  prolapse  ;  yes,  but  there  its  advantages  cease." 
He  lays  down  the  rule  that  ''  with  a  perfectly  ripe 
cataract  in  a  healthy  patient  simple  extraction  is  the 
proper  "  operation  to  perform,  but  if  "  the  cataract  is  not 
ripe,  or  the  hygienic  conditions  are  unfavorable,  an 
iridectomy  should  accompany  or  precede  the  extraction." 
On  the  other  hand,  Landolt,  of  Paris,  having  written  to  a 
large  number  of  ophthalmic  surgeons  to  ascertain  their 
views  on  extraction  of  cataract  at  the  present  date,  sums 
up  in  favour  of  extraction  preceded  by  iridectomy.  It  is 
clear,  therefore,  that  the  confidence  of  ophthalmic  sur- 
geons in  iridectomy  as  an  adjunct  to  extraction  is  being 
seriously  shaken,  and  that  opinion  is  ripening  in  the 
direction  of  some  form  of  simple  extraction.  The  opera- 
tion of  so-called  "  simple  extraction "  to  which  some 
have  reverted  is  apparently  the  old  semilunar  flap  with 
the  incision  close  to  or  even  within  the  sclero-corneal 
junction.  It  was  in  order  to  obviate  the  disadvantages 
of  this  "  simple  extraction "  that  Graefe  invented  his 
"  linear  extraction  with  iridectomy."  It  would  seem, 
however,  from    published   records  that  even  with    all  its 

*  'Archives  crOphtaliuologie.' 
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disadvantages  the  simple  extraction  by  semilunar  flap 
without  iridectomy  attains  results  equal  to  those  obtained 
by  Graefe's  operation;  but  the  exact  method  of  operation 
which  I  am  advocating  differs  essentially  from  both  of 
these  in  that  the  incision  is  entirely  within  the  cornea, 
almost  linear/  and  yet  without  iridectomy.  If  I  am  right 
in  advocating  a  method  of  operation  which  I  have  tested 
for  so  many  years  and  which  has  been  attended  in  a  very 
large  proportion  of  cases  with  most  satisfactory  results  as 
to  vision  and  comparative  freedom  from  complication,  as 
well  as  regards  perfection  of  scar,  pupil,  and  anterior 
chamber,  I  cannot  but  think  that  a  surgeon  who  would 
give  a  full  trial  to  the  method  described  and  the  rules 
laid  down  would  surpass  in  visual  results  and  in  freedom 
from  complications,  his  former  successes  with  either  the 
so-called  "  simple  extraction  ^'  or  the  Graefe  operation 
with  iridectomy. 


REPORTS. 


I.  DISEASES  OF  THE  EYELIDS. 
Traumatic  ectropion  treated  by  Tweedy's  operation. 

By  W.   C.   ROCKLIFFE. 

When  first  I  saw  Mr.  Tweedy's  case  exhibited  to  this 
Society  three  years  ago,  I  was  at  once  struck  by  the 
admirable  result  from  such  a  simple  procedure ;  since 
which  I  have  performed  the  operation  three  times  with 
the  same  good  result,  and  am  more  than  ever  convinced 
we  are  indebted  to  Mr.  Tweedy  for  his  method  of  treat- 
ment of  such  cases. 

The  recorded  cases  have,  however,  been  operated  upon 
at  the  external  canthus. 

In  the  case  whose  photograph  I  show  the  patient  was 
kicked  in  the  left  face  by  a  horse,  dividing  his  lower  lid 
close  to  the  inner  canthus,  and  splitting  his  cheek  open, 
with  the  result  of  cicatricial  ectropion,  constant  epiphora, 
and  keratitis. 

I  operated  in  exactly  the  same  manner  as  at  the  ex- 
ternal canthus,  with  the  result  of  not  only  curing  the  epi- 
phora and  keratitis,  but  also  improving  his  appearance. 

The  advantages  ai'e  : — No  tissue  is  sacrificed.  No 
sloughing  follows,  or  rather  has  followed.  There  is  little 
if  any  subsequent  contraction.  The  whole  procedure  is 
simpler  than  most  of  such  operations.  I  might  add  I 
always  thoroughly  wash  the  parts  before  and  after  opera- 
tion with  perchloride  of  mercury,  and  cover  with  an 
aseptic  dressing. 

{December  8ih,  1892.) 
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II.    DISEASES    OF    THE    LACHRYMAL 
APPARATUS. 

1.   Enlargement  of  both  lachrymal  glands,  carising  closure 
of  the  pal2)ehral  ajpertures ;   removal. 

By  Arthur  W.   Sandford. 

A.  C — ,  farmer  set.  56^  consulted  me  in  August,  1890. 
His  left  eye  was  quite  closed  up  from  a  growth,  the  size  of 
a  large  bean,  in  the  substance  of  the  upper  eyelid,  extend- 
ing four  fifths  of  its  length,  and  apparently  connected 
with  the  lachrymal  gland.  The  right  eye  was  in  a  similar 
condition,  but  the  patient  could  see  through  a  chink — 
representing  the  palpebral  aperture — by  throwing  his 
head  backwards. 

The  lymphatic  glands  of  the  left  temporal  region  were 
greatly  enlarged,  as  also  was  the  parotid  in  front  of  the 
ear  and  the  submaxillary  glands  of  each  side.  The 
tonsils  and  adenoid  tissue  of  the  pharynx  were  also 
hypertrophied.  Otherwise  the  patient  appeared  to  be  in 
fair  health,  and  there  was  no  history  of  syphilis. 

All  the  conditions,  with  exception  of  the  lid  growths, 
had  existed  for  several  years.  These  were  present  for 
about  twelve  months,  and  had  increased  steadily  in  spite 
of  active  constitutional  treatment. 

The  lid  growths  presented  no  symptoms  of  inflammation, 
and  were  not  sensitive  to  touch. 

After  some  weeks,  as  the  growths  were  unaffected  by 
treatment,  and  as  the  patient  was  incapacitated  for  business, 
the  tumour  was  removed  from  the  left  eyelid,  and  with  it 
the  greater   ])ortion    of  the    lachrymal    gland.      After    a 
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month  the  right  eye  was  similarly  treated  at  the  patient's 
request. 

In  each  case  the  aperture  was  restored  to  nearly  its 
natural  size,  and  vision  was  found  to  be  normal. 

The  patient  was  kept  for  several  months  subsequently 
upon  a  course  of  treatment  consisting  pi^incipally  of  arsenic, 
iodide  of  iron,  and  chloride  of  calcium  in  mixture.  (He  had 
previously  taken  iodide  of  potash  and  bark  ad  nauseam.) 
For  the  past  two  years  lie  has  had  no  further  trouble  with 
his  eyes,  and  although  there  has  been  little  diminution 
of  the  other  glandular  enlargements  these  have  not 
increased. 

The  operation  was  performed  by  freely  dividing  the 
outer  canthus,  everting  the  lid,  and  removing  the  growth 
through  an  incision  in  the  conjunctiva.  Microscopic 
examination  proved  the  tumour  to  be  an  adenoma  with  a 
considerable  proportion  of  small-cell  proliferation. 

Interesting  cases  of  enlargement  of  the  lachrymal  glands 
have  been  recorded  by  Mr.  Power,  Mr.  Adams  Frost 
('Transactions,'  vol.  vii),  and  by  Mr.  Smith  (vol.  xi). 

In  Mr.  Smith's  and  Mr.  Power's  cases  the  affection 
was  evidently  inflammatory,  while  in  Mr.  Frost's  case 
syphilis  seems  to  have  been  the  originating  cause.  In 
the  case  which  I  bring  before  you  the  enlargement  of  the 
lachrymal  glands  appears  to  have  been  associated  with  a 
general  lympho-sarcomatous  disposition,  suggesting  Hodg- 
kin's  disease  on  a  limited  scale. 

Mr.  Power  mentioned  the  case  of  a  woman  eet.  25, 
who  was  shown  at  the  Society  ten  years  ago  with  swelling 
at  the  upper  and  outer  part  of  the  orbit,  pressing  the 
globe  downwards  and  inwards.  After  removal  the  tumour 
was  found  to  be  a  spindle-celled  sarcoma  of  the  lachrymal 
gland.  There  are  now  two  or  three  small  nodules  in 
the  situation  of  the  original  growth,  with  a  large  and 
deep-seated  lobulated  tumour  extending  backwards  into 
the  orbit. 
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Mr.  Frost  observed  that  tumours  of  the  lachrymal 
gland  presented  peculiar  difficulties  of  diagnosis,  and 
referred  to  a  case  which  he  had  exhibited  at  this  Society 
('Trans./  vii,  112).  The  patient  was  a  woman  about 
twenty-seven  years  of  age,  with  symmetrical  painless 
enlargement  of  both  lachrymal  glands.  As  the  growths 
were  steadily  increasing  in  size,  and  were  thought  to  be 
of  a  sarcomatous  nature,  one  was  removed.  A  micro- 
scopical examination  was  made  by  a  competent  micro- 
scopist,  who  pronounced  it  to  be  sarcoma.  Under  these 
circumstances  the  removal  of  the  growth  on  the  other 
side  would  have  been  indicated,  but  the  microscopical 
examination  had  necessitated  some  delay ;  and  during 
that  time  the  growth  on  the  other  side  completely  disap- 
peared. In  the  case  brought  before  them  by  the  Presi- 
dent, as  there  was  recurrence,  no  doubt  could  exist  as  to 
the  propriety  of  removal.  The  question  remained  whether 
it  would  be  best  to  remove  the  growth  only,  or  the  con- 
tents of  the  orbit  as  a  whole.  He  himself  thought  it 
would  be  safer  to  take  the  latter  course,  in  order  to  enable 
the  operator  to  effect  a  clean  sweep. 


2.  Panophthalmitis  following  lachrymal  sac  a^'ection. 
By  W.  C.  RocKLipPE. 

A.  B — ,  aet.  63,  has  for  the  last  thirty  years  suffered  from 
lachrymal  trouble.  He  originally  consulted  a  specialist, 
who  informed  him  he  had  caries  of  the  nasal  bones,  and 
would  probably  be  inconvenienced  all  his  life.  He  does 
not,  however,  seem  to  have  suffered  from  abscess  of  the 
sac  prior  to  the  present  attack,  which  commenced  during 
his  convalescence  from  whooping-cough. 

I  was  requested  on  June  9th  to  open  the  abscess,  which 
I  did  externally,  and  although  very  little  pus  flowed  at 
the  time  a  considerable  amount  came  away  by  subsequent 
poulticing. 
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June  20th. — On  my  second  visit  {i.  e.  eleven  days  after- 
wards) the  swelling  of  the  lids  had  considerably  subsided, 
but  the  conjunctiva  was  seen  to  be  inflamed  with  slight 
chemosis.  Atropine,  belladonna  fomentation,  and  a  free 
purge  were  ordered. 

Three  weeks  afterwards  (July  9th)  I  was  again  asked 
to  see  him.  The  swelling  of  the  lids  had  almost  entirely 
gone,  but  pus  exuded  from  the  sac  on  pressure,  and  his 
cornea  was  hazy. 

Three  days  afterwards  the  lids  being  more  inflamed, 
with  considerable  chemosis  and  keratitis  hypopyon ;  a 
paracentesis  was  done  under  chloroform,  and  a  style  with 
considerable  difiiculty  introduced  into  the  duct,  meeting 
an  obstruction  low  down  ;  considerable  swelling  of  both 
lids  followed,  necessitating  its  removal  three  days  later. 

Two  days  afterwards  {i.  e.  four  weeks  since  the  con- 
junctiva first  began  to  be  inflamed)  the  cornea  began  to 
slough,  shortly  followed  by  panophthalmitis  and  excision. 

On  examination  the  eyeball  was  solid  with  inflammatory 
infiltration,  and  the  whole  of  the  orbital  contents  firmly 
matted  together,  resulting  (as  not  infrequently)  in  pucker- 
ing and  retraction  of  the  lids,  causing  much  difiiculty  in 
obtaining  a  suitable  artificial  eye. 

Panophthalmitis  following  lachrymal  sac  affections, 
although  alluded  to  as  a  rare  occurrence  in  some  text- 
books, is  so  uncommon  that  I  have  not  been  able  to  find 
a  recorded  case.  I  ventured,  therefore,  to  think  this 
case  might  be  of  interest  to  the  members  of  this  Society. 

{Deceviber  8th,  1892.) 
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1.    A  peculiar  case  of  vicmhranous  conjunctivitis. 
By   Adolph  Bronner. 

John  C — ,  aet.  43,  has  been  an  out-patient  at  the  Brad- 
ford Eye  and  Ear  Hospital  for  recurrent  attacks  of  iritis 
since  August,  1886, 

He  was  treated  by  Mistura  Biniodidi  and  atropine  and 
cocaine  drops.  The  last  attack  commenced  in  October, 
1892,  wiien  there  was  dimness  of  vision  (-j^)  and  ciliar}^ 
congestion.  On  November  27th  the  ciliary  congestion 
had  nearly  disappeared  :  the  left  pupil  was  circular  and 
dilated ;  the  right  pupil  was  irregular,  with  numerous 
posterior  synechiae. 

On  December  1st  I  saw  the  patient  again.  For  throe 
days  there  has  been  a  muco-purulent  discharge  from  the 
right  eye,  and  the  lids  have  been  swollen  and  red.  On 
waking  this  morning  the  patient  could  not  open  the  right 
eye.  There  is  red  cedematous  swelling  of  the  right  lids, 
and  they  cannot  be  opened  far.  On  separating  the  lids 
a  grey-white  opaque  membrane  is  seen,  which  is  adherent 
to  the  whole  of  the  border  of  the  inner  surface  of  botli 
lids,  forming,  as  it  were,  a  sac,  and  completely  closing 
the  palpebral  fissure.  The  eyeball  itself  is  freely  move- 
able, and  can  be  distinctly  felt  under  the  lid.  On  punc- 
turing the  membrane  with  a  pi'obe,  a  quantity  of  yellowish 
muco-purulent  fluid  squirted  out  with  considerable  force 
into  my  face  and  into  both  eyes.  [I  at  once  had  my  eyes 
well  washed  out  with  perchloride  of  mercury  lotion,  and 
there  was  not  the  slightest  subsequent  reaction.]  A 
tough,  grey-whito    mcnibrano,  of  about   1.^"  by   V',   was 
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removed  with  forceps.  It  was  attached  to  about  one  half 
of  the  conjunctiva  palpebrarum,  which  bled  freely  after 
the  removal  of  the  membrane.  The  conjunctiva  bulbi 
was  red  and  swollen,  and  the  cornea  rather  hazy.  I 
ordered  hot  fomentations,  cocaine  drops,  and  perchloride 
of  mercury  lotion  1 — 5000  every  half-hour.  The  follow- 
ing morning  a  fresh  membrane  had  formed,  again  com- 
pletely closing  the  palpebral  fissure.  It  was  removed. 
There  was  no  re-formation  of  membrane  in  the  evening, 
but  the  next  morning  a  membrane  had  again  formed. 
The  cornea  was  more  hazy,  and  there  were  signs  of  com- 
mencing ulceration.  In  order  to  prevent  the  fresh  forma- 
tion of  a  membrane,  and,  if  possible,  to  save  the  cornea, 
I  applied  the  mitigated  nitrate  of  silver  stick  to  the  inner 
surface  of  both  lids.  The  next  morning,  December  5th, 
no  membrane  had  formed,  and  there  was  very  little  swell- 
ing of  the  lids.  The  cornea,  however,  was  more  hazy, 
and  there  was  a  large  peripheral  ulcer.  This  increased 
daily,  and  on  December  10th  the  galvanic  cautery  was 
applied  to  the  ulcer.  In  ten  days  the  ulcer  had  healed  ; 
but  the  cornea  was  quite  hazy,  and  there  was  well- 
marked  pannus. 

Membranous  or  croupous  conjunctivitis  seems  to  be 
very  rare  in  this  country  ;  in  fact,  so  rare  that  it  is  not 
mentioned  in  many  well-known  text-books. 

Hnlme  {'  Medical  Times  and  Gazette,'  October  30th, 
1863)  records  three  cases  of  membranous  conjunctivitis 
in  infants.  Both  eyes  were  affected,  and  the  disease 
lasted  for  several  months.  Nettleship  ('  St.  Thomas's 
Hospital  Reports,'  1880)  mentions  several  cases.  Critchett 
and  Juler  record  a  case  in  these  '  Transactions,'  vol.  iii. 

On  the  Continent  the  disease  seems  to  be  more  common. 
Von  Arlt  ('  Diseases  of  the  Eye ')  mentions  a  case  very 
similar  to  the  one  recorded,  in  a  child  two  months  old ; 
the  membrane  was,  as  in  my  case,  adherent  to  both  lids, 
and  completely  closed  the  palpebral  fissui*e.  Both  eyes 
were  affected,  and  the  disease  lasted  for  several  months. 
Knapp  {'  Archiv  fiir  Augenheilkunde,'  xii,  p.  61)  mentions 
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two  interesting  cases.  Manz  (ibidem,  xiv,  p.  63)  also 
records  a  case.  Lotz,  in  an  inaugural  thesis,  reports  on 
82  cases  which  had  been  seen  at  the  Bale  Eye  Hospital  dur- 
ing twenty  years ;  the  shortest  case  lasted  ten  days,  and  the 
longest  seventy.  Zieminski  (' Recueil  d'Ophtalmologie,' 
1886)  records  70  cases.  He  thinks  that  membranous 
conjunctivitis  is  more  common  in  France  than  in  any 
other  country.  Of  the  70  cases,  67  were  children  under 
ten  years  of  age. 

This  case  seems  to  be  of  interest  from  several  points 
of  view. 

1.  The  age  of  the  patient — forty-three.  Most  of  the 
recorded  cases  are  children. 

2.  The  short  duration.  The  formation  of  membranes 
lasted  only  three  days. 

3.  The  peculiar  form  of  adhesion  of  the  membrane, 
which  completely  closed  the  palpebral  fissure,  and  thus 
gave  rise  to  accumulation  of  fluid  in  front  of  the  eyeball. 
To  this  fact  the  ulceration  of  the  cornea  seems  to  be  due. 

4.  The  method  of  treatment.  Most  authors  are  very 
much  against  the  use  of  strong  caustics  in  the  early  stage 
of  the  disease.  De  Wecker,  in  speaking  of  membranous 
conjunctivitis,  even  says,  "  It  is  absolutely  necessary  for 
the  surgeon  to  be  able  to  recognise  this  disease,  so  as  not 
to  treat  it  as  he  would  purulent  ophthalmia  with  caustics." 
In  my  case  the  application  of  the  caustic  certainly  pre- 
vented the  re-formation  of  the  membrane. 

5.  The  disease  is  not  so  highly  infectious  as  is  gener- 
ally thought.  The  eye  only  was  affected,  and  the  intro- 
duction of  the  fluid  into  my  eye  did  not  cause  the  slight- 
est inflammation. 

The  microscopical  examination  showed  coagulated  fibrin 
with  numerous  white  blood-corpuscles.  No  diphtheria 
bacilli  could  be  found. 

I  may  add,  in  conclusion,  that  there  was  absolutely  no 
history  of  croup  or  diphtheria  of  the  patient  or  any 
member  of  the  family,  or  of  any  other  mode  of  infection. 

{May  4th,  1893.) 
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2.   Persistent  membranous  conjunctivitis. 
By  A.  Stanford  Morton. 

Rose  W — ,  set.  20^  came  under  my  care  in  October, 
1882,  with  a  lachrymal  abscess  in  left  sac,  which  was  in- 
cised, and  she  ceased  attending  in  November  of  the  same 
year.  In  July,  1883,  there  was  a  fresh  abscess  in  the 
left  sac,  which  was  again  incised.  In  May,  1884,  there 
was  again  a  swelling  over  the  left  sac.  The  lower  canali- 
culus was  incised,  and  a  large-sized  probe  found  to  pass 
easily  down  the  duct.  The  sac  was  seen  to  contain  some 
shreddy-looking  membrane.  A  day  or  two  later  the 
conjunctiva  lining  both  lids  was  covered  with  thick 
membrane,  and  the  cornea  became  steamy  very  speedily. 
The  membrane  ultimately  attacked  the  globe  and  the 
cornea  sloughed.  The  membrane  continued  to  form 
more  or  less  vigorously  until  in  May,  1886,  it  was  con- 
fined to  a  pedunculated  mass  of  granulation  springing 
from  the  conjunctival  surface  of  the  upper  lid.  This 
membrane-covered  granulation  mass  was  thrice  excised 
during  the  years  1886  to  1888,  and  the  base  of  the  pedicle 
was  twice  treated  with  20  gr.  chloride  of  zinc  solution 
and  once  with  the  actual  cautery.  In  1889  panophthalmitis 
of  the  left  globe  set  in,  and  evisceration  was  performed. 

Since  then,  viz.  once  in  1892  and  again  about  three 
months  ago,  the  mass  of  granulation  has  been  excised  ; 
the  former  time  the  base  was  energetically  treated  with 
4  per  cent,  perchloride  solution,  and  the  latter  time  with 
the  cautery  and  then  perchloride. 

The  membrane  and  the  excised  mass  have  several 
times  been  microscopically  examined  without  any  definite 
structure  being  detected,  and  no  giant-cells  have  been 
discovered. 

The  treatment  has  comprised  quinine  lotion,  nitrate  of 
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silver,  carbolic  acid,  chloride  of  zinc,  perchloride  of  mer- 
cury, &c.,  together  with  iron,  quinine,  cod-liver  oil,  &c., 
internally. 

The  granulation  mass,  though  at  present  not  so  thickly 
covered  with  membrane  as  it  is  sometimes,  still  persists 
in  spite  of  treatment. 

{Card  specimen.      May  Ath,  1893.) 

Microscopical  examination  of  growth  removed  from  the  p)al- 
pehral  conjunctiva  of  Rose  W — ,  hy  Mr.  Morton,  on 
July  Uh,  1893. 

The  chief  portion  of  the  growth  is  composed  of  fibrous 
tissue  infiltrated  with  small  round-cells.  In  parts  the 
fibrous  tissue  is  so  dense  and  so  regularly  laminated  that 
it  closely  resembles  a  piece  of  inflamed  cornea.  In  others 
it  is  looser  and  the  round-cell  iufiltration  more  marked. 

The  surface  of  the  growth  is  covered  by  thick  lami- 
nated epithelium  ;  there  are  also  considerable  collections 
of  epithelial  cells  in  the  fibrous  tissue  a  little  distance 
beneath  the  surface.  In  some  of  these  masses  the  cells 
have  a  nest-like  arrangement.  The  characters  of  this, 
the  superficial  part  of  the  growth,  are  strongly  suggestive 
of  epithelioma.  They  may,  however,  have  been  caused 
by  the  epithelium  having  grown  over  the  nodulated  and 
irregular  surface  of  a  mass  of  granulation  tissue. 

E.  Treacher  Collins. 


3.   Case  of  pemphigus  of  conjunctiva  in  early  stage. 

By  R.  Marcus  Gdnn. 

Chris roi'iiER  R — ,  iDt.  14  years,  inmate  of  St.  John's 
Industrial  School,  Walthamstow.  Patient  is  a  stout, 
rather  dull  boy,  with  bluish-red  complexion,  and  cold  livid 
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hands ;  his  general  nutrition  is  evidently  impaired^  and 
his  thick  puffy  hands  and  thick  fingers  suggest  a  con- 
dition akin  to  myxocdema. 

He  says  that  two  years  ago  he  had  "  bad  lids/^  which 
were  treated  at  the  school.      He  first  attended   Moorfields 
Eye  Hospital  in  July,  1892,    in   consequence   of    a    pene- 
trating wound  of  the  right  eye,  which  necessitated  excision 
of   the  globe.      He  has  attended  at  intervals   ever  since. 
In  May  he  had  conjunctival  injection,  and  on  eversion   of 
the  left  upper  lid  an  oval  yellow  patch  was  found  on  its  inner 
surface,  with  one  end  coming  close  to  the  ciliary  border 
of  the  lid.      This  patch  was  elevated,  with  sharply-defined 
edges,  suggesting  at  the   time  a  flat  vesicle  ;   it  measured 
about    8   mm.    in   length   by   5   mm.  in  breadth.      About 
three  weeks  later  there  was  first  observed  dryness  of  the 
ocular  conjunctiva  ;  there  were  greasy -looking  patches  on 
each  side  of  the  cornea  and  below,  the  surface  wrinkling 
on  pressing  the  affected  conjunctiva  upwards,  and  these 
patches  were  not  moistened  normally  by  the  tears,  which 
stood  in  tiny  drops  over  them.      There  was  decided  circum- 
corneal  vascularity,  and  the  cornea  was  everywhere  dull; 
this  was  evidently  mainly  due  to  affection   of  the  epithe- 
lium, and  the  surface  of  the  cornea  in  certain  lights  was 
found   to   be   also   dry   in  places,  and   to   show  very  fine 
wrinklings.      The    oval   patch  formerly   noted  on  the  lid 
had   now   healed,    leaving   a    smaller  depressed    cicatrix. 
Dr.  Thomson  kindly  examined  the  nose  for  me,  and  found 
two  or  three  vesicles  on  the  anterior  part  of  the  septum 
in  the  left  nostril,  with  dusky  red  swelling  of  the   neigh- 
bouring mucous  membrane.      Soft   palate   healthy.      The 
patient  still  exhibits  the  conditions  described ;  indeed,  the 
cornea    has    become    more   opaque   and    the    di'y   patches 
rather   more  extensive  under  treatment    (atropine    oint- 
ment). {June  8th,  1893.) 

Subsequent  note  (July  14th,  1893). — Patient  was  ad- 
mitted as  an  in-patient  on  June  7th  with  the  condition  as 
described.      Cornea  very  steamy,  so  that  details  of  fundus 
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cannot  be  seen.  Pupil  widely  dilated  under  atropine. 
Y.  =  fingers  at  two  feet.  His  eye  was  treated  with  hot 
boracic  acid  bathing  and  eserine  drops,  and  he  was 
ordered  Liq.  Arsenical.,  2  minims  twice  daily,  intern- 
ally. His  general  condition  and  eye  improved  rapidly. 
At  this  date  there  is  barely  a  trace  of  the  dryness  of  con- 
junctiva ;  the  cornea  is  clear  except  a  fine  nebula  above, 
while  its  epithelium  is  normal  all  over.  V.  =  -^  and 
Jaeger  1. 

Mr.  Adams  Frost  observed  that  the  affection  was  com- 
paratively new  to  them,  and  all  the  cases  he  had  seen  so 
far  had  done  badly.  He  referred  to  the  case  of  a  lady 
in  whom  the  disease  had  existed  for  eighteen  months,  and 
had  not  advanced  as  rapidly  as  one  might  have  expected. 
First  the  patient  had  influenza,  and  was  married  while 
convalescent.  While  on  the  voyage  to  India  a  few  weeks 
later  large  blebs  formed  on  different  parts  of  the  body, 
and  then  in  India  patches  formed  on  the  mucous  mem- 
brane of  the  mouth,  throat,  and  palate,  which  were 
thought  at  the  time  to  be  diphtheritic,  but  there  was  no 
diphtheria  in  the  district.  Some  weeks  later,  after  a 
supposed  chill,  she  was  attacked  with  loss  of  sensation  in 
the  hands  and  feet,  followed  twenty-four  hours  later  by 
shedding  of  the  nails.  Then  the  eyes  became  sore  with 
acute  conjunctivitis,  which  was  also  thought  to  be  diph- 
theritic, as  false  membranes  formed.  Since  that  time  the 
eyes  have  never  been  well.  Cysts  formed  in  the  upper 
outside  sac,  which  were  thought  to  be  due  to  the  retention 
of  tears.  These  were  repeatedly  punctured.  At  present 
both  eyes  are  affected,  the  left  being  worst.  The  con- 
junctiva is  very  dry.  In  the  central  portion  of  the  upper 
palpebi'al  conjunctiva  there  is  an  oval  area,  presenting  a 
rough  appearance  not  unlike  trachoma.  There  is  no 
contraction  whatever  of  the  conjunctival  culs-de-sac,  but 
on  separating  the  eyelids,  white  bands  can  be  seen  passing 
from  the  culs-de-sac  to  the  ocular  conjunctiva.  The  left 
cornea  is  covered  for  its  lower  three  quarters  by  a  vascular 
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web  quite  unlike  pannus,  l)ut  more  thickened  and  raised, 
and  appearing  to  end  in  an  abrupt  margin.  Focal  exami- 
nation of  the  rest  of  the  cornea  showed,  however,  that  it 
was  permeated  with  a  ramification  of  small  vessels.  In 
the  other  eye  (the  better  of  the  two)  the  lower  half  of 
the  cornea  is  covered  by  a  similar  but  thinner  layer. 
The  remainder,  even  when  viewed  with  a  strong  magni- 
fying lens,  appeared  to  be  clear. 

The  case  had  been  under  observation  for  three  or  four 
weeks,  but  there  was  no  appreciable  change.  He  had 
twice  punctured  the  cysts  in  the  upper  cul-de-sac,  which 
were  large  enough  to  be  visible  through  the  external 
integument.  The  first  time  about  twenty  minims  of  clear 
fluid  escaped.  He  had  applied  boroglyceride.  He  asked 
Mr.  Morton  whether  the  herpes  zoster  in  his  patient  had 
occurred  at  the  same  time  as  the  mucous  vesicles  in 
the  mouth,  because,  if  so,  it  might  possibly  have  been 
pemphigus. 

Mr.  Eales,  of  Birmingham,  said  he  had  seen  two  cases 
of  pemphigus  of  the  conjunctiva  in  connection  with 
undoubted  general  pemphigus.  He  had  also  seen  two  or 
three  cases  of  symblepharon  and  anchyloblepharon,  in 
which  the  probable  cause  was  diagnosed  to  be  pemphigus. 
He  related  the  case  of  a  woman,  aged  thirty-six,  presenting 
appearances  somewhat  like  those  in  Mr.  Gunn's  case,  in 
which  oval  pemphigus  vesicles  formed  repeatedly  close 
along  the  ciliary  border,  and  with  great  rapidity. 
Thinking  that  the  case  might  be  benefited  by  the 
administration  of  iodide  of  potassium,  he  prescribed  it, 
with  the  result  that  in  the  course  of  a  few  days  she  had 
a  severe  attack  of  general  pemphigus,  upon  which  he 
immediately  stopped  tlic  drug.  A  dozen  or  so  of  large 
blebs  formed  on  the  inner  sides  of  the  thighs  chiefly, 
some  of  them  the  size  of  half-a-crown.  On  one  occasion, 
while  manipulating  the  eye,  a  large  vesicle  right  on  the 
cornea,  about  4  mm.  in  diameter,  scarcely  evident, 
suddenly  became  so  on  filling  with  blood.  His  other 
case   was  in   a  lad   about  the  age  of  Mr.  Gunn's  patient, 
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who  was  under  Dr.  Saundby's  care  with  a  very  severe 
attack  of  general  pemphigus.  His  eyes  presented  on  the 
conjunctiva  a  number  of  large  blebs,  which  have  since  run 
on  to  the  condition  seen  in  Mr.  Morton's  case. 


4.  Pemphigus  conjunctivae  ;   both  eyeft  affected. 

By  Henry  Juler. 

M.  H — ,  fet.  50,  married,  attended  the  Royal  West- 
minster Ophthalmic  Hospital  about  a  year  ago  with 
troublesome  conjunctivitis.  At  that  time  it  looked  like 
chronic  catarrh,  although  there  were  some  traces  of 
shrinking  of  the  lower  culs-de-sac,  and  there  was  some 
entropion  of  the  lower  lid.  The  lower  lid  was  operated 
upon  about  ten  months  ago,  and  the  operation  was  fol- 
lowed by  distinct  relief,  although  she  was  never  quite 
free  from  irritation,  photophobia,  and  lachrymation.  The 
condition  of  the  eyes  is  variable,  "  sometimes  better, 
sometimes  worse,  never  quite  well,  alwa^'S  red,  and  the 
tears  running  over.'' 

Present  condition.  —  The  conjunctival  membrane 
throughout  its  entirety  is  red,  and  appears  shrunken  in 
both  eyes.  This  condition  is  most  striking  in  the  lower 
culs-de-sac. 

In  the  right  inferior  fornix  there  is  a  greyish  patch 
with  a  concave  surface,  wliicli  has  probably  been  the  seat 
of  a  small  bulla  ;  the  left  lower  fornix  is  practicall}-  oblite- 
rated. The  superior  fornices,  though  not  obiterated,  are 
considerably  diminished  in  depth.  The  corneoe  arc  at 
present  quite  clear.  The  lower  lids,  partly  from  shrink- 
ing and  partly  from  spasm,  are  inverted  again,  and  the 
lashes  worry  the  cornea. 

On  October  ]9th  a  distinct  ulcer  was    seen   on  the  soft 
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palate,  as  if  from  a  ruptured  bulla.      There  was   also  one 
on  the  conjunctival  aspect  of  the  left  upper  lid. 

On  November  30th  the  operation  for  entropion  was 
repeated  on  the  lower  lids. 

Remarls. — I  fear  this  case  is  gradually  becoming 
worse,  and  that  there  will  be  shrinking  of  the  whole 
conjunctiva,  corneal  and  otherwise. 

[Card  sjoecimen.      December  8(}i,  1892.) 


5.    Pemphigus   of  conjunctiva. 
By   A.    Stanford  Morton. 

David  A — ,  jet.  77,  baker.  About  nine  years  ago  the 
patient  had  an  attack  of  ''  shingles  "  on  the  right  side, 
and  he  has  been  troubled  with  eczema  of  the  legs.  Other- 
wise his  health  has  been  excellent  and  his  sight  very 
good. 

Two  years  ago,  after  being  overheated,  he  "  caught 
cold.''  The  face  and  eyelids  became  swollen,  and  he  had 
a  sort  of  "  nettle-rash  "  on  the  cheeks  and  palms  of  the 
hands.  The  rash  on  the  face  disappeared  in  two  or  three 
days,  but  that  on  the  hands  continued  some  time  longer. 
The  eyes  were  affected  at  the  same  time,  and  have  never 
been  quite  right  since. 

At  the  present  time  there  is  extreme  contraction  and 
almost  total  obliteration  of  both  conjunctival  sacs.  There 
is  a  little  clear  cornea  in  the  left  eye,  but  that  of  the 
right  eye  is  almost  entirely  opaque.  The  contraction  of 
the  conjunctiva  has  caused  some  entropion  and  rubbing 
of  the  lashes  on  the  globes.  There  are  several  ulcerated 
patches  in  the  raucous  membrane  of  the  gums  and  palate, 
and  once  when  he  visited  the  hospital  there  was  a  large 
bulla  filled  with  turbid  fluid   under   his    tongue.      There 


36  DISEASES    OF    THE    CONJUNCTIVA. 

are  two  patches  on  the  epiglottis  similar  in  appearance  to 
the   ulcerated  surface  left  after  rupture  of  the  bulla  just 

mentioned. 

Vision  in  tlie  right  eye  =  Hand  movements. 

left       „    =  -ix}  and  J  18  with  +  4  D. 

July  3rd. — There  is  very  little  alteration  since  the  case 
was  shown,  but  the  left  cornea  has  become  rather  more 
opaque. 

(Card  specimen.     June  8th,  1893.) 


6.  Pemphigus  of  conjunctiva. 
By  H.  Work  Dodd. 

R.  E. — Normal. 

L.  E. — On  everting  the  lower  lid  the  conjunctiva  is 
found  to  be  paler  than  usual  and  somewhat  cicatricial  in 
appearance,  more  especially  in  the  region  of  the  middle 
line  of  the  fornix,  where  there  is  a  cyst  of  about  the  size 
of  a  large  pin's  head. 

The  conjunctival  surface  of  the  upper  lid  shows  a 
transverse  band  of  scar-looking  tissue  filling  up  the 
fornix,  and  having  the  appearance  of  being  superimposed. 
The  conjunctiva  ai'ound  is  shrunken.  The  eye  movements 
are  normal. 

About  one  year  ago  the  patient  found  one  morning 
some  small  blisters  on  his  chest,  which  rapidly  increased 
in  size,  and  subsequently  ruptured,  and  discharged  fluid 
"  just  like  you  get  out  of  a  scald  blister.''  The  blisters, 
which  kept  coming  in  fresh  numbers  every  day  for  about 
a  week,  often  reached  the  size  of  a  two-shilling  piece,  and 
some  even  larger  than  this — one  (under  his  arm)  leaving 
a  ''  raw  place  "  about  the  size  of  a  crown  piece.  On 
discharging  their  contents  they  all  left  "  raw  places." 

There   was   no   pain,    but   extreme    discomfort   existed 
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from  smarting  and  itching,  especially  when  warm  in  bcd^ 
so  much  so  that  he  was  unable  to  sleep  sufficiently. 

At  this  time  his  eyelids  used  to  stick  together  on 
waking  in  the  mornings^  and  when  exposed  to  a  light 
his  eyes  watered  a  good  deal ;  also  he  had  attacks  of 
''  darkness/' 

His  condition  was  bad  enough  to  necessitate  his  re- 
maining at  home  for  about  one  month,  and  on  I'eturniug 
to  his  employment  he  still  had  raw  places  about  him. 
He  has  had  no  affection  of  mouth  or  throat. 

He  has  coloured  scars  on  several  places  about  his 
trunk,  which,  he  states,  are  the  remains  of  the  blisters, — 
one  situated  just  above  the  position  of  the  heart's  apex- 
beat,  another  in  the  mid-axillary  line  just  below  left 
axilla,  another  near  the  lower  third  of  the  vertebral 
border  of  the  left  scapula,  and  a  fourth  in  the  right  mid- 
axillary  line.  There  are  also  faint  traces  of  what  may  be 
scars  on  his  back  in  various  places. 

He  is  a  dark-complexioned  youth,  of  French  descent, 
with  a  history  of  a  somewhat  delicate  early  life,  but  has 
on  the  whole  been  healthy. 

His  father  died  at  forty-nine  years  of  age  from  "gout 
in  the  brain."  His  mother  is  now  well.  He  is  the 
seventh  of  eight  children,  six  of  whom  are  well,  one 
having  died  in  infancy. 

{Card  specimen.      July  7th,  1893.) 

Mr.  Spencer  Watson  observed  that  the  case  was  one 
of  great  value,  as  the  vesicles  on  the  conjunctiva  were 
in  an  early  stage.  All  the  other  cases  that  had  been 
shown  had  already  reached  the  cicatricial  stage.  Although 
there  were  no  blebs  on  other  parts  of  the  body  there  were 
scars,  apparently  due  to  similar  vesicles.  He  did  not 
recollect  ever  to  have  seen  a  case  in  which  there  were 
vesicles  of  the  conjunctiva.  He  urged  that  the  case 
should  be  watched  with  care.  This  would  possibly  enable 
us  to  judge  whether  the  vesicle  was  one  that  led  to 
shrinking  of   the  conjunctiva  or  was  of  some  other  kind. 
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He  observed  that  tlie  whole  pathology  of  these  cases 
was  very  obscure  aud  vague.  As  the  cases  extended  over 
so  many  years  it  was  even  now  very  difficult  to  get  a 
distinct  history  of  their  progress.  He  hoped  the  author 
would  report  from  time  to  time  on  this  case. 


7.   Neic  growth  {'pigmented)  in  ocular  conjunctiva. 
By  J.  B.  Lawfokd. 

Mrs.  E — ,  a3t.  44.      No  family  history  of  importance. 

Patient  has  been  aware  of  a  "spot'^  on  the  right  eye 
in  or  near  the  site  of  the  present  growth  since  eai'ly 
childhood.  Till  about  twelve  months  ago  no  appreciable 
change  had  taken  place  ;  since  then  there  has  been  very 
noticeable  increase. 

R.  V.=|  imperfectly;  1  J.  at  25  cm.  No  ophthalmo- 
scopic changes.  On  nasal  side,  between  corneal  margin 
and  semilunar  fold,  is  an  irregular  patch  of  brownish  dis- 
coloration in  conjunctiva.  The  conjunctiva  is  thickened, 
and  contains  some  dilated  lymphatics.  The  pigmentation 
in  it  is  irregular,  and  chiefly  at  central  part.  The  cornea 
at  its  upper  and  inner  margin  is  becoming  opaque  and 
infiltrated.  The  plica  semilunaris  is  thickened  and  pro- 
minent, and  feels  hard  to  the  touch. 

There  has  been  no  pain  or  other  subjective  symptoms. 
The  patient  has  been  under  observation  for  a  period  of 
six  weeks,  and  during  that  time  the  growth  has  very 
noticeably  increased  in  extent,  especially  in  an  upward 
direction.  {Card  fij^ecinien.      June  8th,  1893.) 
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8.  New  growth  on  conjunctiva;  microscopic  sections  from 
the  'patient  shown  at  the  last  meeting  [June  8th)  of 
the  Society,  and  described  on  p.  38. 

By  J.  B.  Lawford. 

The  growth  is,  in  the  main,  composed  of  closely- 
packed  small  cells.  In  one  portion,  near  the  conjunctival 
surface,  there  is  a  moderate  amount  of  brown  pigment  in 
irregularly-shaped  cells.  Throughout  the  growth  are 
large  roughly-circular  channels,  lined,  and  in  some  in- 
stances almost  filled  by  rows  of  epithelioid  cells  ;  a  few 
cut  longitudinally  are  filled  by  epithelioid  cells,  and  look 
like  ingrowths  of  epithelium  from  the  surface,  but  are 
more  sharply  limited  than  usual.  The  growth  is  not  very 
vascular,  unless  the  channels  referred  to  can  be  regarded 
as  vascular. 

I  am  inclined  to  consider  the  growth  sarcomatous,  but 
it  has  some  features  which  suggest  that  it  is  epithelio- 
matous. 

(The  sections  were  prepared  by  Mr.  E.  Treacher 
Collins.)  {Card  specimen.      July  7th,  1893.) 


9.   A  case  of  naivas  of  the  plica  semilunaris  and  two 
other  cases  of  nxvus  of  the  conjunctiva. 

By  Simeon  Snell. 

(With   Plate  I.) 

I  THINK  the  following  cases  are  of  interest  and  worthy 
of  record. 

Nsevus  of  the  plica  semilunaris. — Sarah   W — ,  a^t.    20, 
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was  kiudly  sent  to  me  at  the  Sheffield  Infirmary  on  May 
24th  last  year  (1892)  by  my  friend  Mr.  Thorpe. 

She  was  the  subject  of  ngevus  of  the  left  upper  lip  on 
its  inner  surface  and  the  palate.  As  far  as  could  be 
seen  the  nose  was  free.  The  nasvus  involved  the  thick- 
ness of  lip  and  cheek,  and  was  seen  externally  only  as  a 
bluisli  tinge  on  the  lip  just  below  the  external  nares  on 
the  left  side,  and  a  little  way  along  the  surface  of  the  lip, 
which  was  somewhat  swollen  and  bluish.  It  extended 
on  the  inner  side  of  the  cheek  ;  at  places  the  nsevoid 
tissue  being  well  marked,  and  at  others  much  less  so. 
It  passed  also  along  the  alveolus,  reaching  to  the  poste- 
rior part  of  the  palate  (soft).  It  would  appear  that  she 
had  been  born  with  some  evidence  of  ngevus  in  her  lip, 
but  that  it  gradually  got  worse.  Mr.  Thorpe  had  operated 
on  this  with  decided  advantage. 

To  the  foregoing  account  it  should  be  added  that  the 
arch  of  the  palate  was  rather  nse void- looking,  and  that 
the  pharynx  was  coursed  with  distinct  vessels. 

Up  to  two  years  ago  there  was  nothing  amiss  with  her 
eyes.  Her  eyelids  (left)  had  on  one  or  two  occasions  be- 
come black  as  if  she  had  sustained  a  blow  ;*  since,  how- 
ever, the  appearance  of  the  njBvus  there  had  been  no 
return  of  this  "  blackness."  Two  years  ago  the  eye  was 
noticed  to  be,  as  it  was  thought,  bloodshot  in  the  corner; 
it  was  then  very  small.  A  year  since  it  was  not,  she 
says,  a  half  of  the  size  it  was  at  her  coming  under  my 
observation. 

At  the  date  given  the  condition  was  as  follows  : — In 
the  left  eye  the  plica  semilunaris  was  involved,  forming  a 
tumour  ot  a  purplish  red,  the  size  of  a  small  bean  and 
something  of  its  shape  (Plate  I,  fig.  1).  Only  about  half 
of  it  was  visible  when  the  eyelids  were  in  their  normal 
position,   and   it  projected  somewhat ;    it   was  covered  a 

*  Shortly  after  relating  this  case  before  the  Society,  the  girl  appeared  with 
lids  "  bliick,"  especially  the  lower,  and  the  conjunctiva  was  also  involved 
below  ;  it  had  suddenly  come  on  without  apparent  cause ;  it  gradually 
passed  away. 
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DESCRIPTION  OF  PLATE  L 

Figs.  1,  2,  and  3  illustrate  Mr.  Simeon  Snell's  cases  of  Naevus 
of  tlie  Conjunctiva  (p.  39). 

Fig.  4  illustrates  Mr.  Morton's   case   of   Cyst   of  the   Iris 
(p.  58). 

Fig.  5  illustrates  Mr.  Juler's  case  of  Melanotic  Sarcoma  of 
Ciliary  Region  (p.  96). 
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good  deal  by  the  lower  eyelid,  aud  drawing  this  away 
exposed  it  well.  The  free  border  of  the  fold  projected 
as  a  I'ounded  edge  a  good  deal  from  the  globe,  thus 
giving  the  prominence.  The  caruncle  was  not  involved 
further  than  its  surface  was  traversed  by  a  series  of 
enlarged  vessels,  and  the  enlargement  of  the  plica  also 
pressed  it  forwards. 

In  every  other  way  the  eye  was  normal. 

The  girl  was  for  some  time  kept  under  observation, 
and  no  treatment  was  adopted.  As  it,  however,  was 
distinctly  becoming  larger,  it  was  decided  to  use  ethy- 
late  of  sodium.  This  was  accordingly  done;  the  surface 
being  painted  with  it,  after  cocaine  had  been  instilled. 
It  was  repeated  six  times,*  and  the  ultimate  result  has 
been  most  excellent,  for  the  ngevoid  growth  has  practi- 
cally disappeared,  and  only  a  close  examination  can  dis- 
close evidence  of  its  having  existed. 

Nsevus  of  conjunctiva  and  orbit. — Frank  W — ,  a3t.  4| 
months,  was  brought  to  me  by  his  mother  to  the  Sheffield 
General  Infirmary  on  November  6th,  1892.  A  bluish 
tinge  was  seen  through  the  integument  in  the  upper  angle 
of  the  right  orbit ;  the  depression  of  this  angle  was  filled 
up,  and  it  became  more  marked  when  the  child  cried,  a 
rounded  elevation  appearing  then  about  the  size  of  a 
bean.  In  addition  to  this  on  the  inner  part  of  the  scle- 
rotic, in  the  conjunctiva,  was  a  kind  of  baud  of  ngevoid 
vessels,  several  little  coils  as  it  were  running  in  a  line 
towards  the  cornea.  Beginning  near  the  plica  semi- 
lunaris, this  band  ran  directly  outwards  towards  the 
cornea,  and  then  skirting  this  it  reached  the  middle  line 
above  and  passed  backwards  over  the  globe,  and  was 
lost  under  the  eyelid  deep  in  the  orbit.  Like  the  deeper 
noevus  situated  in  the  upper  and  inner  angle  of  the  orbit, 
these  nsevoid  vessels  became  much  more  distinct  when 
the  child  cried  (Plate  I,  fig.  2) . 

The  treatment  by  ethylate  of  sodium   was  adopted   in 

*  The  dates  being  Nov.  7tli,  14tli,  21st,  28th;  Doc.  5th,  and  Jan.  23rd, 
1893. 
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this  case  also.  The  naevoid  tissue  on  the  ocular  surface 
was,  after  cocaine  solution  had  been  instilled,  touched 
"with  the  ethylate  on  a  camel's-hair  brush.  This  was 
repeated  on  four  occasious,"^  aud  though  the  con- 
dition has  not  been  entirely  got  rid  of,  it  has  been  nearly 
so.  More  than  this,  with  the  improvement  of  the  ocular 
naevus  a  corresponding  alteration  has  taken  place  in  the 
deeper  one,t  which  has  been  no  doubt  closely  connected 
with  it.  It  should  be  added  that  some  of  the  applica- 
tions of  the  ethylate  have  been  made  far  back  on  the  sur- 
face of  the  eyeball. 

With  care  the  ethylate  of  sodium  can  be  used  with 
advantage.  Only  a  little  should,  I  think,  be  taken  up  in 
the  brush,  and  its  application  strictly  confined  to  the 
place  intended  to  be  touched.  It  has  not  in  these  two 
cases  caused  any  irritation  of  the  eye,  and  its  effects  have 
been  limited  to  the  parts  to  which  it  was  directly  ap- 
plied. 

Angioma  of  conjunctiva.  —  Ellen  L —  came  to  the 
General  Infirmary  on  November  10th,  1891.  She  was 
married  and  had  had  five  children,  four  of  whom  were 
living. 

When  at  school  at  about  the  age  of  five  or  six  some 
child  ran  a  pointer  which  was  used  for  the  black-board  at 
her,  and  it  injured  her  loft  eye.  It  would  appear  to  have 
gone  under  the  upper  eyelid,  but  she  does  not  remember 
that  the  eye  was  very  bad  after  this. 

She  says  that  two  years  ago,  whilst  attending  the 
infirmary  with  a  child,  I  had  noticed  the  condition  of  the 
eye,  but  of  this  I  have  no  recollection.  It  is  clear,  how- 
ever, from  this  that  there  must  have  been  something  to 
attract  my  attention,  apparently  unsolicited.  She  only 
attended  on  one  occasion. 

At  the  date  above  given  (November  10th)  she  sought 
advice  because  the  eye  had  been  struck  by  a  stone,  aud 

*  The  dates  being  Nov.  13tl),  21st ;  Dee.  5th,  and  Jan.  30th,  1893. 
t  July,  1893.     This  improvement  has  become  more  evident  as  time  has 
Koue  on. 
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not  at  all  ou  account  of  the  appearances  to  be  now 
desci'ibed.  It  was  found  that  the  left  eye  was  ecchymosed 
at  the  lower  part  of  the  conjunctiva,  the  result  no  doubt 
of  the  recent  injui-y  spoken  of.  The  eyelids  on  this  side 
were  normal,  but  a  rounded  swelling  was  noticed  moving 
with  the  motions  of  the  globe  under  the  upper  lid.  On 
raising  the  upper  eyelid  a  tumour  came  into  view  which 
at  once  suggested  a  likeness  to  a  blackberry  (Plate  I, 
fig.  3).  It  was  also  about  the  size  of  an  ordinary  black- 
berry, and  not  at  all  unlike  one  in  colour ;  it  was  of  a 
deep  livid  colour,  though,  especially  in  parts,  it  was  more 
the  red  of  clotted  blood.  It  was  irregular  on  its  surface 
and  nodulated  like  a  berry,  and  two  of  these  nodules 
were  somewhat  yellowish-lookiug  at  their  most  prominent 
part.  If  the  eyelid  was  drawn  up  as  much  as  possible 
it  was  found  that  the  tumour  passed  underneath  it,  but 
not  far,  as  it  shelved  off  into  roots,  as  it  were,  and  the 
conjunctiva  was  spread  from  the  tumour  on  to  the  globe; 
this  arrangement  was  particularly  marked  at  the  sides 
where  it  was  spread  tentwise.  By  far  the  greater  part  of 
the  tumour  was  disclosed  on  raising  the  upper  eyelid,  and 
it  occupied  the  middle  third  of  the  exposed  surface  above 
the  cornea  :  the  outer  margin  of  it  would  fall  just  external 
to  the  outer  edge  of  the  pupil ;  below  it  reached  to  the 
cornea,  almost  touching  it  with  the  lower  border  in  its 
centre,  but  not  involving  the  cornea. 

Vision  unaided  was  §,  and  the  interior  of  the  eye  was 
normal. 

She  does  not  appear  to  have  given  much  attention  to 
the  eye,  and  therefore  it  is  impossible  to  get  a  clear 
account  as  to  how  long  it  has  been  in  its  present  con- 
dition. It  is,  however,  evident  that  it  has  existed  for  a 
long  period  (since  childhood?),  even  if,  as  she  seems  to 
think,  it  has  somewhat  increased  in  size  of  late. 

On  December  IGth  ether  was  administered  and  the 
tumour  dissected  out.  Blood  freely  escaped  from  it,  and 
caused  it  immediately  to  shrink  to  a  third  or  less  of  its 
original  size.      It  was,  however,  completely  removed,  and 
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during  the  dissection  the  superior  rectus  tendon  was 
severed.  This  was  afterwards  united  by  suture.  There 
is  nothing  to  note  about  the  after  progress. 

Under  the  microscope  the  angioma  structure  of  the 
tumour  was  made  out,  but  there  was  a  good  deal  of 
fibrous  tissue.  The  yellow  nodules  seen  in  the  tuniour 
before  removal  turned  out  to  be  calcareous,  quite  hard, 
about  the  size  of  small  shot.  They  were  unfortunately 
lost  before  they  were  completely  examined. 
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IV.   DISEASES   OF    THE  CORNEA. 

Kerato-malacia  in  young  children. 

By  W.  T.  HoLMKS  Spicer. 

Young  children  are  more  susceptible  to  gangrene  of 
the  cornea  than  adults  when  the  vitality  is  much  reduced. 
After  long  illness,  in  which  the  strength  fails  largely,  or 
after  fasting  or  improper  food,  the  cornea  may  become 
spontaneously  destroyed,  or  what  would  otherwise  be  a 
simple  catarrhal  conjunctivitis  or  a  simple  ulcer  speedily 
ends  in  total  destruction  or  serious  perforation  of  this 
tunic.  In  the  late  stages  of  tubercular  meningitis  it  is 
well  known  that,  owing  to  failure  of  action  of  the  orbicu- 
laris, the  lids  do  not  close  over  and  protect  the  now  in- 
sensible cornea  ;  in  consequence  its  surface  becomes  dry, 
a  slight  loss  of  transparency  invades  the  lower  exposed 
part,  and  if  the  child  lives  the  cornea  sloughs.  The  same 
tiling  happens  in  the  late  stages  of  infantile  diarrhoea, 
the  corneal  affection  in  each  being  accompanied  by  a 
slight  vascularity  of  the  globe  and  a  small  amount  of 
muco-purulent  discharge.  The  onset  of  this  corneal 
trouble  is  a  sign  that  the  case  is  about  to  terminate  ; 
Henoch  says  that  it  is  a  certain  sign  of  the  near  approach 
of  death  in  infantile  diarrhoea  which  has  never  deceived 
him.  These  cases  are  not  primarily  due  to  a  defect  in 
nutrition,  although  this  may  be  a  considerable  factor  in 
their  production  ;  the  actual  cause  is  the  exposure  of  the 
cornea  to  the  air,  the  cornea  itself  being  insensitive  and 
unconscious  of  the  irritation  eet  up  by  foreign  bodies,  dust, 
and  dryness. 
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Measles  and  whooping-cough  followed  by  an  attack  of 
bronchitis  are  the  most  common  causes  of  weakness  in 
young  children  leading  to  severe  ulcei'ation  of  the  cornea. 
Measles  especially  seems  to  be  followed  by  this  result,  as 
during  the  disease  itself  the  eyes  frequently  suffer  from 
a  more  or  less  chronic  catarrh. 

The  following  is  a  case  of  measles  and  bronchitis  in 
which  a  mild  conjunctivitis  soon  led  to  perforation  of  the 
cornea, 

Wm.  J.  F — ,  apt.  2,  was  brought  to  Victoria  Hospital  on 
April  21st,  1892.  He  has  had  measles  and  three  attacks 
of  bronchitis  ;  he  was  suckled  to  eighteen  months  of  age ; 
was  then  weaned,  and  afterwards  suckled  again  for  a 
month  ;  had  no  other  food  while  being  suckled.  Since 
then  has  been  fed  on  potato,  bread  and  dripping,  bread 
and  butter,  with  very  little  milk. 

Has  had  moderate  conjunctivitis  for  three  weeks,  with 
very  great  photophobia  and  muco-purulent  discharge. 
Is  puny  ;  some  bronchitis  present.  Eczema  of  face,  and 
small  punched-out  ulcers  of  legs.  B.  n.  o.  Eyes  difficult 
to  examine  because  of  photophobia,  but  only  conjunc- 
tivitis present. 

May  5th. — Has  now  a  large  ulcer  with  dense  margin 
and  clear  bulging  centre,  probably  Descemet's  membrane. 
He  was  taken  into  the  hospital,  given  simple  milk  diet 
with  eggs,  some  wine,  and  Kepler's  solution  of  cod-liver 
oil  and  milk,  and  locally  eserine  drops  gr,  -^  to  3j  every 
four  hours.  His  local  and  general  condition  improved 
quickly  ;  when  last  seen  on  June  13th  the  cornea  was 
sound  and  clear  except  for  the  point  of  the  old  ulceration. 

The  next  case  is  one  in  which  a  weakly  child  depressed 
by  whooping-cough  and  bronchitis  rapidly  lost  the  whole 
of  his  left  cornea, 

Arthur  D — ,  set.  6  months,  admitted  June,  1891.  In 
fairly  good  health  till  one  month  ago,  when  he  had  bron- 
chitis and  whooping-cough  ;  he  was  much  run  down  and 
very  weak.  The  left  eye  become  inflamed  at  this  time ; 
the   inflammation  in    the   eye   lasted   only  fourteen  days. 
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When  first  seen  tlie  cornea  had  almost  entirely  sloughed  ; 
there  was  a  small  peripheral  part  quite  opaque  surround- 
ing a  large  surface  of  exposed  iris.  The  eye  was  finally 
enucleated. 

Varicella,  although  in  itself  a  mild  disease,  often  leads 
to  great  depression ;  that  form  of  it  known  as  v. 
gangrenosa  leads  to  extreme  depression  ;  the  corneaB  may 
undergo  complete  destruction  during  its  course  :  the  dis- 
ease is  generally  bilateral. 

The  following  case  was  probably  one  of  simple  vari- 
cella, though  this  is  not  certain  ;  but  it  is  an  instance  of 
rapid  destruction  of  the  cornea  in  a  weak,  puny  child. 

Joseph  R— ,  get.  2f^,  admitted  May  20th,  1890.  A 
week  before  admission  the  eyelids  on  the  left  side  became 
swollen,  and  there  was  a  slight  discharge  from  the 
conjunctiva. 

The  child  is  vei'y  small,  anoemic,  and  ill  nourished  ; 
there  is  no  diarrhoea,  but  the  child  looks  very  ill.  The 
face  has  several  pustules  on  it,  with  round,  sharply  de- 
fined edges  ;  they  are  especially  plentiful  on  the  lids  of 
the  affected  side  ;  there  are  one  or  two  in  other  parts  of 
the  body ;  the  eruption  on  the  lids  is  rather  like  herpes, 
but  it  might  be  varicella;  that  on  the  body  is  much  like 
varicella.  There  is  no  corneal  angesthesia.  There  is 
slight  muco-purulent  discharge,  but  the  cornea  is  quite 
clear. 

After  he  had  been  in  a  week  the  cornea  rapidly 
sloughed  in  the  centre,  and  there  came  on  very  great 
chemosis.  The  whole  cornea  finally  yielded  except  the 
extreme  peripheral  part,  and  the  eye  was  excised.  The 
child  recovered  and  went  out. 

During  the  reaction  from  the  collapse  stage  of  cholera 
sloughing  of  the  cornea,  preceded  by  a  cloudy  infiltra- 
tion of  its  central  part,  is  said  to  occur.  It  is  also  known 
in  bad  cases  of  typhus  and  scarlet  fever,  but  of  these  I 
have  no  experience,  and  do  not  know  whether  they  occur 
in  the  very  young. 

The  extent  to  which  the   cornea  is  involved  in  cases  of 
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ophtlialmia  neonatorum  varies  very  greatly,  and  seems  to 
depend  as  mucli  on  the  well-being  and  state  of  nutrition 
of  the  patient  as  on  the  local  condition.  For  this  reason 
it  is  generally  a  somewhat  hazardous  experiment  to 
attempt  to  bring  up  by  hand  a  child  suffering  from  oph- 
thalmia neonatorum  ;  it  is  more  dangerous  to  wean  the 
child  during  the  progress  of  the  disease.  Although  the 
local  treatment  may  be  much  more  thoroughly  carried  out 
in  a  hospital,  yet  the  child  may  suffer  so  much  from  the 
change  in  diet,  in  the  way  of  indigestion  and  diarrhoea, 
that  the  integrity  of  its  cornea  may  be  seriously  imperilled. 
Sometimes  cases  of  ophthalmia  of  the  new-born  have  been 
taken  into  the  infants'  ward  at  Chelsea  by  the  house  sur- 
geon for  more  thorough  treatment,  but  I  have  never  found 
the  result  satisfactory. 

If  the  mother  is  capable  of  nursing  the  infant,  I  have 
found  it  safer  to  send  it  back  to  her,  and  have  it  brought 
up  to  the  hospital  for  daily  treatment.  In  spite  of  all 
treatment,  even  when  begun  early,  and  in  cases  in  which 
the  amount  of  chemosis  and  discharge  is  not  very  great, 
a  certain  number  of  cases  get  perforation  or  total  loss  of 
the  cornea,  without  any  other  apparent  reason  than  a  low 
state  of  general  nutrition,  such  as  occurs  in  syphilitic 
cachexia.  This  form  of  corneal  desti'uction  comes  on  late 
in  the  course  of  the  ophthalmia,  at  the  end  of  a  month  or 
six  weeks,  as  in  the  following  case.  Here  the  child  was 
the  weaker  one  of  twins  ;  he  had  never  thriven,  and  had 
caught  ophthalmia,  while  his  brother  had  been  robust, 
and  his  eyes  healthy  :  the  case  terminated  fatally.  In 
children  so  far  reduced  as  to  suffer  a  total  destruction  of 
the  cornea,  death  is  a  very  frequent  result. 

Walter  G.  B— ,  n^t.  6  months.  Admitted  October  10th, 
1892.  One  of  twins  ;  has  never  thriven,  the  other  one 
lias.  Had  weak  eyes  with  slight  yellow  discharge  from 
birth,  L.  always  worst ;  has  had  no  treatment.  He  has 
been  fed  on  Nestle's  milk  and  biscuits. 

The  patient  is  one  of  a  delicate  family.  He  is  a  feeble 
child  with  pityriasis  of   scalp  ;    his  skin  is  shrivelled,  and 
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he  is  wasted,  and  has  a  very  pale,  almost  blue,  appear- 
ance. There  is  blepharitis  in  the  L.  with  free  discharge. 
A  large  irregular  ulcer  has  perforated  in  two  places  ; 
there  is  prolapse  of  the  iris. 

October  24th. — The  cornea  is  all  destroyed  ;  the  iris  is 
bare,  covered  with  lymph,  and  discharging  freely. 

November  10th. — The  eye  all  this  time  is  discharging 
copiously,  and  the  child  is  getting  weaker  daily ;  the  eye 
was  excised. 

18th. — The  child  has  seemed  better  lately ;  the  socket 
has  done  well,  and  looks  quite  clean  and  healthy. 

24th. — The  child  seemed  to  get  weaker  and  weaker; 
its  temperature  became  subnormal,  and  he  died  to-day. 

There  is  a  further  most  interesting  class  of  cases  which 
seems  to  stand  by  itself,  in  which  a  gradual  clouding  of 
the  cornea,  followed  by  necrosis,  comes  on  without  any 
antecedent  inflammation,  accompanied  by  xerosis  of  the 
conjunctiva  and  cornea,  and  by  the  presence  of  foam 
patches  on  the  ocular  conjunctiva. 

In  vol.  xii  of  the  'Archiv  f.  Ophthal.,'  v.  Graefe  described 
cases  of  gangrene  of  the  cornea,  beginning  spontaneously 
in  both  eyes  in  young  children,  associated  with  infantile 
encephalitis.  The  corneal  affection  appeared  to  be  fairly 
common  in  Berlin  at  the  time,  but  in  two  cases  in  which 
he  was  able  to  make  a  necropsy  he  found  marked  sclerosis 
of  the  brain,  which  appeared  to  start  in  the  neighbour- 
hood of  the  finer  blood-vessels  :  he  threw  out  the  sugges- 
tion for  future  verification  that  this  association  was  a 
common  one.  The  connection  between  the  two  has  taken 
its  place  as  an  accepted  fact  in  some  Continental  text- 
books, and  has  probably  led  to  some  confusion  with  the 
corneal  necrosis  which  occurs  in  the  last  stage  of  tuber- 
cular meningitis.  The  corneal  affection  certainly  occurs 
where  there  is  no  encephalitis.  It  may  be  that  v.  Graefe's 
cases  were  instances  of  cerebral  sclerosis  in  congenital 
syphilis,  in  which  the  cornea  was  involved  in  consequence 
of  the  cachetic  condition  to  which  the  patients  had  been 
reduced. 

VOL.  XITI.  4 
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In  vol.  xii  of  the  '  Archives  of  Ophthalmology/ 
Thalberg,  of  St.  Petersburg,  published  a  series  of  cases  of 
the  same  kind.  Towards  the  end  of  the  long  religious 
fasts,  which  are  strictly  observed  in  Russia,  a  certain 
number  of  children  who  have  been  nursed  by  fasting 
mothers  are  brought  to  the  hospitals  with  simple  primary 
gangrene  of  the  cornea,  preceded  by  xerosis  of  the  con- 
junctiva. For  the  same  reason  the  disease  appears  to  be 
common  in  Brazil,  where  long  fasts  are  not  uncommon. 
The  features  presented  by  the  disease  are  as  follows  :  the 
children  are  generally  from  four  to  nine  months  of  age, 
but  may  be  older ;  they  are  undersized  and  wasted,  and 
have  the  appearance  of  being  very  ill  ;  their  skin  is 
shrivelled,  and  has  a  dusky  pallor.  They  have  not,  as  a 
rule,  suffered  from  ophthalmia,  nor  any  affection  of  the 
eyes.  Suddenly  one  eye  and  then  the  other  has  great 
intolerance  of  light.  The  lids  become  tightly  closed.  On 
separating  them  the  edges  of  the  lids  will  be  found  to  be 
covered  with  sticky  shreds  of  meibomian  secretion.  The 
eye  is  quite  bloodless,  without  any  appearance  of  inflam- 
mation ;  the  conjunctiva  is  dry,  without  polish,  is  not 
moistened  by  the  tears,  and  appears  greasy.  On  one  or 
both  sides  of  the  cornea  little  patches  of  fine  foam  can  be 
seen,  adherent  to  the  conjunctiva.  The  surface  of  the 
cornea  is  also  dry,  lustreless,  and  greasy  looking.  As  the 
disease  advances  the  cornea  becomes  uniformly  clouded 
up  to  its  margins,  and  gradually  takes  on  an  opaque 
yellow  appearance  :  later,  spots  of  denser  opacity  appear, 
which  spread,  and  finally  the  whole  cornea  is  dissolved 
away  to  Descemet's  meinbrane,  Avhich  also  disappears, 
leaving  the  iris  exposed. 

The  disease  has  very  often  a  fatal  ending. 

The  conjunctiva  seems  to  be  actually  covered  with  a 
fatty  deposit,  probably  due  to  excessive  meibomian  secre- 
tion which  is  present,  as  it  can  be  removed  by  a  little 
soap,  leaving  the  conjunctiva  beneath  dry  but  smooth ; 
the  dryness  is  due  to  the  tears  not  being  able  to  moisten 
the  surface,  as  there  is  in  some  cases  abundance  of  tear 
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flow  ;  in  some  of  them,  however,  the  secretion  from  the 
tear-glands  seems  to  be  actually  diminished,  as  there  is  no 
lachrymation  when  the  intolerant  eye  is  exposed. 

The  foam  has  been  found  to  contain  Neisser's  micro- 
organisms just  like  those  of  the  xerosis  of  the  conjunctiva 
in  functional  night-blindness,  and  Fuchs  states  that  in 
this  disease  in  somewhat  older  children,  who  are  able  to 
walk  about,  the  first  thing  complained  of  is  night- 
blindness. 

The  disease  is,  in  fact,  identical  with  functional  night- 
blindness  due  to  exhaustion  of  the  retina,  and  accom- 
panied by  conjunctival  xerosis  in  the  adult,  only  the 
cornea  of  the  young  child  is  less  able  to  resist  the  defec- 
tive nutrition  to  which  it  is  exposed.  The  affection  in 
adults  is  also  known  to  occur  most  commonly  in  countries 
where  long  fasts  are  practised,  and  to  be  most  often  seen 
towards  the  end  of  these  fasts. 

This  primary  kerato-malacia  is  uncommon  in  England, 
because  fasting  is  not  much  practised,  but  it  does  occur 
in  starving  or  hand -reared  infants  brought  up  on  starch 
foods  without  milk,  and  with  absence  of  nitrogenous  ele- 
ments and  fat.  In  these  cases  a  physiological  experiment 
is  being  carried  on  like  that  of  Magendie  in  which  he  fed 
a  well-nourished  dog  on  nothing  but  pure  white  sugar 
and  distilled  water,  the  result  being  great  wasting  of  the 
tissues  with  diminution  of  strength,  and  a  central  ulcer 
of  the  cornea,  leading  to  perforation,  and  escape  of  the 
humours  of  the  eye.  Mr.  Nettleship  has  told  me  of  a 
similar  experiment  unintentionally  brought  about  in  a  dog 
which  was  brought  from  a  hot  climate  in  India,  to  live  in 
England  and  fed  on  nothing  but  dog  biscuits.  After  a 
time  he  developed  an  opacity  in  the  centre  of  both  corneas, 
which  was  removed  entirely  when  the  dog  was  given  only 
meat  to  eat. 

The  experiment  of  Magendie,  the  one  just  mentioned, 
the  facts  of  the  occurrence  of  these  cases  in  fasting  chil- 
dren, or  in  those  having  insufficient  nitrogenous  or  fatty 
matter,  all  tend  to  show  that  the  absence  of  these  elements 
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of  food  may  be  the  cause  of  all  the  trouble,  and  is  again 
an  indication  for  treatment.  Mr.  Snell,  who  reported  a 
series  of  cases  of  functional  night-blindness  in  children 
in  the  first  volume  of  the  'Transactions'  of  this  Society, 
found  that  cod-liver  oil  acted  as  a  specific,  I  have 
always,  as  a  matter  of  course,  given  cod-liver  oil ;  in  ad- 
dition I  have  found  it  better  that  the  child  should  be 
put  upon  milk  properly  diluted  for  its  age,  a  certain 
amount  of  the  juice  of  raw  meat  pounded  in  a  mortar  or 
chopped  fine  and  placed  in  a  muslin  bag  and  given  the 
child  to  suck  ;  if  the  cod-liver  oil  cannot  be  taken,  a  little 
cream  may  be  substituted ;  but  feeding  is  a  matter  of 
difficulty,  as  the  children  often  have  diarrhoea,  and  appear 
incapable  of  digesting  anything.  Locally,  in  every  case 
of  necrosis  of  the  cornea,  I  believe  that  eserine  is  most 
valuable ;  used  in  the  strength  of  ^  or  -|  gr.  to  the  ounce 
every  four  hours  I  have  seen  the  opacity  clear  up  entirely. 
This  happened  in  one  case  in  which  the  child  afterwards 
succumbed.  When  the  eserine  was  first  used  the  cornea 
was  so  opaque  that  the  outline  of  the  pupil  could  be  barely 
seen.  The  action  of  eserine,  as  Mr.  Gunn  has  suggested, 
is  that  of  a  warm  fomentation  to  the  back  of  the  cornea, 
a  heating  of  the  aqueous  fluid  by  the  large  surface,  and 
dilated  blood-vessels  of  the  iris  induced  by  the  eserine. 

At  first  sight  the  cornea  in  these  cases  would  lead  one 
to  think  that  one  had  to  do  with  a  neglected  case  of 
purulent  ophthalmia.  It  is  important  at  once  to  recog- 
nise the  nature  of  the  affection  in  order  that  proper  treat- 
ment may  be  begun  without  delay. 

The  following  are  cases  of  primary  kerato-malacia 
which  have  come  under  my  care  at  the  Victoria  Hospital 
for  Children. 

Rose  M — ,  net.  7  months,  was  brought  to  the  hospital 
on  June  10th,  1890. 

The  child  was  born  in  the  workhouse  ;  the  mother  was 
unmarried  ;  she  has  been  in  the  habit  of  going  out  to 
work  all  day  and  of  leaving  the  child  behind  ;  the  feeding 
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lias  been  very  irregular  and  bad  ;  the  mother  takes  no 
interest  in  the  child. 

The  eyes  were  quite  clear  after  birth  and  remained  so 
till  about  fourteen  days  ago,  when  photophobia  and  water- 
ing began. 

The  child  is  extremely  thin  and  cachectic-looking  ;  she 
has  snuffles  and  a  copious  rash  on  thighs  and  nates. 

In  both  eyes  there  is  extreme  photophobia,  but  no  dis- 
charge ;  there  is  only  a  slight  dry  stickiness  of  the  edge 
of  the  lids.  The  whole  surface  of  the  conjunctiva  and 
cornea  is  dull,  dry,  and  slightly  rough -looking  ;  there  is 
no  vascularity  whatever  around  the  cornea. 

The  right  cornea  is  evenly  and  densely  opaque  all  over  ; 
it  is  dry  on  the  surface  and  of  a  slightly  yellow  colour  ; 
the  left  cornea  has  a  central  slough,  the  periphery  being 
opaque,  yellow  in  colour. 

June  17th. — Both  corneas  have  perforated  ;  the  iris  is 
prolapsed  and  exposed  over  a  large  area.  The  treatment 
was  Hydrarg.  c  Cret.  and  atropine. 

24th. — No  improvement.  The  grandmother  has  taken 
charge  of  the  child  and  she  is  being  properly  fed. 

The  child  was  not  brought  up  again,  and  probably 
died. 

Mabel  M — ,  aet.  6  months  ;  brought  to  the  hospital  on 
April  25th,  1892.  The  eyes  were  quite  well  at  and  after 
birth ;  at  aet.  6  weeks  there  was  slight  gumming  of  the 
lids  in  the  morning  for  a  day  or  two,  but  this  got  well. 
Some  photophobia  came  on  three  weeks  ago  and  has 
remained  till  now. 

The  child  is  rickety  ;  she  is  much  wasted  and  shrivelled  ; 
has  a  large  prominent  stomach  and  squared  sweating 
head.  The  mother  lost  her  milk  early,  and  the  child  was 
brought  up  on  Ridge's  food  alone  made  with  water. 
There  is  no  vomiting  and  no  diarrhoea,  but  the  motions 
are  green  and  offensive. 

On  opening  the  lids  there  are  some  sticky  shreds 
attached  to  their  edges,  but  there  is  no  discharge.  The 
whole  conjunctiva  is  dry  and  slightly  roughened  or  greasy 
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on  the  surface^  the  tears  do  not  moisten  it ;  there  is  no 
increase  of  vascularity^  the  sclerotic  appears  of  a  pale 
dusky  yellow  colour.  On  each  side  of  the  corneas  thei'e 
are  little  triangular  patches  of  froth  which  appear  to  be 
rather  firmly  adherent  to  the  surface,  and  not  easily 
rubbed  off.  Both  cornese  are  dry  on  the  surface,  have 
lost  their  polish  ;  they  are  both  hazy,  the  R.  one  of  a 
slightly  yellow  colour,  but  not  entirely  opaque ;  the  L. 
one  is  very  hazy  and  of  a  deeper  dusky  yellow  colour ; 
there  is  a  central  spot  on  it,  probably  a  perforation. 

She  was  ordered  a  proper  diet,  cod-liver  oil  and  eserine 
locally. 

On  May  9th  the  child  was  in  far  better  condition  ;  she 
had  become  quite  plump,  took  cow's  milk  and  barley  water 
well.  The  R.  was  clearing  gradually  ;  the  L.  had  per- 
forated, but  the  periphery  was  clearing. 

30th. — The  R.  is  quite  clear  except  at  inner  side ; 
the  L.  has  a  staphyloma  of  the  centre  of  the  cornea. 
The  child  is  perfectly  healthy  now,  and  a  very  fine  one 
for  her  age,  plump  and  well-looking. 

Henry  D — ,  aet.  6  months.      Seen  on  July  12th,  1892. 

Ten  days  ago  his  eyes  became  suddenly  affected  with 
intolerance  of  light;  they  were  kept  closed  till  four  days 
ago,  when  he  was  seen  by  the  doctor  and  sent  to  tho 
hospital.  The  eyes  had  been  slightly  gummy  just  after 
birth,  but  only  for  a  few  days ;  since  that  time  they  had 
been  quite  healthy  and  free  from  discharge. 

For  the  first  three  months  he  was  nursed  by  his  mother 
and  thrived,  but  she  lost  her  milk ;  he  was  then  fed  on 
undiluted  condensed  milk,  and  he  was  naturally  always 
sick  after  it,  it  was  not  even  diluted  to  the  strength  of 
ordinary  milk ;  he  was  taken  to  a  chemist  in  the  town  in 
which  she  lived,  the  mother  was  advised  to  give  him  an 
artificial  food  prepared  by  tho  chemist ;  she  gave  him  this 
and  nothing  else ;  since  then  he  has  had  almost  constant 
diarrhoea,  but  there  has  been  no  sickness,  and  the  child 
has  not  thriven  or  grown. 

He    is    very  puny ;  the    skin    is    shrivelled,   but    not 
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markedly  so ;  there  is  no  healthy  plumpness,  but  he  has  a 
fairly  good  colour. 

R.  E. — There  is  no  discharge,  but  great  intolerance  of 
light ;  on  opening  the  lids  there  is  no  vascularity,  the 
conjunctiva  is  dry  without  normal  polish,  and  of  a  some- 
what dusky  yellow  colour ;  the  whole  cornea  right  up  to 
the  margins  is  densely  opaque,  the  surface  is  dull ;  at  the 
upper  and  inner  part  there  is  a  perforation  with  prolapse 
of  the  iris. 

L.  E. — The  conjunctiva  has  the  same  appearance  as  in 
the  R.  ;  the  whole  of  the  cornea  is  opaque  but  less  densely 
so  than  the  R. ;  the  position  of  the  pupil  can  be  dimly 
seen ;  at  the  upper  and  inner  part  there  is  a  more  opaque 
area  as  if  about  to  become  perforated.  There  is  no  dis- 
charge. 

His  food  was  regulated ;  he  was  given  cod-liver  oil ; 
locally,  eseriue  gr.  ^  to  3j  '^vas  ordered  to  be  instilled 
every  four  hours. 

July  15th. — Three  days  later  the  diarrhoea  is  better,  he 
takes  the  oil  well.  The  R.  eye  is  unchanged ;  in  the 
L.  the  cornea  is  much  clearer,  the  structure  of  the  iris 
can  be  seen  through  it,  the  pupil  is  contracted. 

22nd. — The  L.  cornea  is  clear  and  appears  natural, 
the  R.  is  generally  clearer  except  for  the  spot  where  the 
perforation  is ;  the  general  condition  is  no  better,  he  does 
not  take  his  food,  and  the  diarrhoea  is  slightly  worse  than 
when  last  seen.      Given  some  bismuth  and  soda. 

26th. — The  mother  says,  "  He  took  no  food  at  all  on 
the  afternoon  of  the  22ud,  the  diarrhoea  continued,  and 
he  died  on  the  morning  of  the  23rd." 

{December  8th,  1892.) 

Mr.  Priestley  Smith  (Birmingham)  referred  to  the 
severe  keratitis  which  sometimes  occurred  from  imperfect 
closure  of  the  lids  in  persons  prostrated  by  very  severe 
illness.  If  this  danger  were  more  generally  recognised 
and  the  eyelids  closed  when  necessary  by  a  strip  of  court 
plaster  many  eyes  would  be  saved  from  damage.      He  re- 
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ferred  also  to  a  case  of  Graves's  disease  in  which  danger- 
ous ulceration  of  the  cornea  occurred  from  imperfect 
closure  of  the  lids.  He  had  found  it  necessary  to  unite 
the  outer  half  of  the  palpebral  aperture  by  operation, 
first  in  the  one  eye  and  a  few  weeks  later  in  the  other. 
He  had  several  times  lately  obtained  an  excellent  union 
of  the  eyelids,  without  loss  of  tissue  and  with  retention 
of  the  eyelashes  in  their  normal  situation,  by  a  method 
based  on  Lawson  Tait's  operation  for  ruptured  perineum. 
The  intermarginal  surface  of  each  lid  is  split  slightly  by 
an  incision  running  parallel  with  the  roots  of  the  lashes. 
The  grooves  thus  made  are  drawn  together  by  sutures  so 
that  the  raw  surface  on  the  upper  lid  comes  into  apposi- 
tion with  that  on  the  lower.  The  suture  is  passed  through 
the  skin  of  the  upper  lid  at  about  one  eighth  of  an  inch 
from  the  margin,  out  through  the  middle  of  the  raw  sur- 
face, in  through  the  middle  of  the  raw  surface  of  the 
lower  lid,  and  out  through  the  skin  ;  it  is  then  passed 
back  again  in  the  opposite  direction,  a  little  fui'ther  along 
the  lids,  and  tied.  Two  or  more  sutures  may  be  required. 
The  union  is  solid  and  very  firm. 


2.    Conical  cornea. 
By  A.   Quarry  Silcock. 

Vision  R.  before  operation  =  -^^q. 

An  elliptical  wedge-shaped  piece  was  removed  from 
the  apex  of  the  cone  by  means  of  a  fine  Graefe's  knife, 
the  long  axis  of  which  was  at  right  angles  to  the  meridian 
of  highest  refraction,  on  December  4th,  1886. 

Vision  R.  at  present  with  — 5  cyl.,  65°  down  and  out 
=  |g  letters. 

[Card  i>j)ecimen.     May  9th,  1893.) 
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3.   Pajjilloma  on  cornea. 
By  W.  Adams  Frost. 

William  H — ,  get.  73^  a  healtliy-looking  couutryman. 
Five  years  ago  lie  first  noticed  a  white  spot  on  his  cornea 
the  size  of  a  pin's  head.  Since  then  this  has  very  slowly 
increased  in  size. 

Present  condition. — On  free  edge  of  right  upper  lid  to 
outer  side  of  middle  a  warty  growth  about  2  mm.  dia- 
meter.     Date  of  origin  uncertain. 

On  the  cornea  an  irregular  white  swelling,  measuring 
7  mm.  by  2  mm.  Its  colour  is  an  opalescent  white,  its 
surface  finely  nodular  ;  it  appears  to  be  of  cartilaginous 
consistence,  and  it  projects  above  the  surface  of  the 
cornea  about  1  mm. 

Note. — On  July  10th  the  growth  was  dissected  off,  and 
the  base  touched  with  electric  cautery.  It  was  entirely 
limited  to  the  epithelium ;  the  subjacent  cornea  being 
quite  clear.  The  growth  on  the  lid  was  removed  at  the 
same  time. 

{Card  S]pecime7i.     July  7th,  1893.) 

The  corneal  growth  has  since  been  examined  by  Dr. 
Rolleston,  and  found  to  be  a  papilloma. 
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V.  DISEASES  OF  THE  IRIS. 

1.    Cyst  of  Iris. 

By  A,  Stanford  Morton. 

(With  Plate  I,  fig.  4.) 

William  B — ,  £et.  63,  has  always  had  good  health,  and 
never  remembers  having  received  any  injury  to  his  eye- 
He  came  to  the  Moorfields  Hospital  on  September  16th  on 
account  of  dimness  and  occasional  slight  pain  in  the  R. 
eye,  and  stated  that  he  had  had  this  trouble  for  some  three 
months.  He  has  also  been  troubled  with  slight  deafness 
and  giddiness  for  the  same  period. 

Present  condition. — The  R.  iris  is  detached  from  its 
lower  periphery  for  about  one  fifth  of  its  circumference, 
and  is  rolled  up  towards  the  pupil.  In  the  space  thus 
formed  is  seen  a  greyish  translucent  cyst,  which  appears 
to  be  in  contact  with  the  cornea  by  the  whole  of  its  an- 
terior surface.  The  anterior  wall  of  the  cyst  is  trans- 
parent, but  there  is  a  greyish-yellow  reflex  from  the 
posterior  part  of  the  cyst  which  may  be  an  opacity  either 
in  tho  posterior  wall  or  in  the  lens  behind  it.  A  few 
fibres  of  iris  hang  down  over  the  anterior  surface  of  the 
cyst.  Occasional  pain  and  sometimes  ciliary  injection. 
T.  at  first  norma],  but  latterly  rather  minus.  Lens  opaque, 
and  no  view  of  fundus.      V  =  -g^-. 

{Card  specimen.      October  20th,  1892.) 

Sequel  to  Mr.  Morton's  case  of  cyst  of  the  iris. — On 
November  11th  I  made  a  downward  corneal  section  with- 
out  puncture  of  the  cyst.      Then   seizing    the  cyst   with 
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forceps,  I  brought  it  away  with  as  much  of  the  iris  as 
I  could  get  at  the  same  time.  After  this  the  eye  con- 
tinued irritable  with  photophobia,  ciliary  injection  and 
diminished  tension. 

On  February  17th,  1893,  there  having  been  severe 
pain  for  some  days,  T  —  3  and  inflammatory  membrane 
filling  the  coloboma,  it  was  decided  to  enucleate. 

Mr.  Treacher  Collins  examined  the  removed  cyst  and 
iris,  and  also  the  enucleated  eye,  and  kindly  furnishes  the 
following  report : 

"  The  parts  removed  were  hardened  in  Fleming's 
solution,  stained  with  carmine,  and  embedded  in  paraffin. 
Sections  examined  microscopically  show  that  the  iris  has 
become  so  much  folded  that  it  is  not  possible  to  determine 
the  exact  relation  of  the  cyst  to  it.  Portions  of  the  cyst 
wall  are,  however,  very  distinctly  shown  ;  these  are  com- 
posed of  the  stroma  of  the  iris  lined  by  laminated  epithe- 
lium, the  most  flattened  cells  of  which  are  towards  the 
interior  of  the  cyst. 

"Pathological  examination  of  enucleated  eye. — The  ten- 
sion of  the  eye  is  minus.  The  cornea  is  small,  there  is  a 
cicatrix  at  its  lower  margin,  to  which  the  iris  and  lens 
capsule  are  adherent.  There  is  a  coloboma  of  the  iris 
downwards,  filled  with  an  opaque  yellow  membrane.  The 
lens  has  a  white  opacity  in  it  in  the  neighbourhood  of  the 
scar.  The  choroid  is  detached  from  the  sclerotic  for  a 
short  distance  in  front  of  the  equator  at  the  lower  part. 
The  vitreous  is  somewhat  shrunken  and  detached  poste- 
riorly.     The  retina  is  rucked. 

"  Microscopical  appearances. — At  the  seat  of  the  scar 
at  the  lower  sclero-corneal  margin,  and  for  a  short  dis- 
tance internal  to  it,  there  is  a  considerable  development 
of  new  blood-vessels.  There  is  a  large  accumulation  of 
round  cells  about  the  gap  left  in  Descemet's  membrane. 
The  anterior  capsule  of  the  lens  has  been  perforated,  and 
the  cut  ends  of  it  are  adherent  to  the  corneal  scar.  There 
are  numex'ous  round  cells  in  the  anterior  portion  of  the 
lens  substance,  also  proliferation  of  the  cells  lining  the 
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capsule.  In  front  of  the  capsule^  between  it  and  the 
back  of  the  cornea,  is  a  mass  of  organising  inflammatory 
exudation  with  new  blood-vessels  in  it.  The  pupillary 
border  of  the  upper  part  of  the  iris  is  adherent  to  the 
lens  capsule.  The  root  of  it  is  pushed  forwards,  and  just 
internal  to  the  angle  of  the  chamber  it  touches  the  back 
of  the  cornea.  The  lower  part  of  the  iris  has  been  re- 
moved nearly  up  to  its  junction  with  the  ciliary  body.  In 
the  extreme  angle  of  the  anterior  chamber  in  this  position 
a  portion  of  the  cyst  has  been  left.  The  laminated  epi- 
thelium lining  it  can  be  seen  ;  it  now  encloses  a  small, 
irregularly  spindle-shaped  cavity,  which  contains  a  few 
pigmented  cells.  There  are  some  nodules  of  round  cells 
in  the  substance  of  the  iris  and  ciliary  body.  There  is 
also  an  excess  of  round  cells  in  the  vitreous.'^ 

July,  1893. 


2.   Transparent  cyst  of  the  iris. 
By  Henky  Julee. 

I.  C.  S — ,  male,  aet.  4  months,  was  brought  to  St.  Mary's 
Hospital  on  November  15th,  on  account  of  something 
wrong  with  his  left  eye. 

Dr.  Bown,  who  sent  the  case  to  me,  had  never  seen 
anything  like  it  before.  The  child's  mother  states  that 
when  he  was  six  weeks  old  she  noticed  something  in  the 
left  eye  resembling  "  a  small  pearl  button  no  larger  than 
a  pin's  head." 

On  November  15th  a  transparent  cyst  was  seen,  situated 
between  the  iris  and  the  cornea  at  the  lower  part  of  the 
anterior  chamber.  It  had  a  convex  upper  margin,  which 
reached  as  high  as  the  lower  margin  of  the  pupil.  Its 
base  was  lost  at  the  lower  periphery  of  the  anterior 
chamber. 
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On  December  2nd  the  cyst  was  found  to  have  in- 
creased in  size.  It  then  reached  as  far  as  the  upper 
margin  of  the  pupil.  It  was  still  quite  transparent,  and 
the  iris  tissue  could  be  seen  through  its  contents.  The 
iris  appeared  to  be  somewhat  pushed  backwards.  No 
inflammatory  symptoms  were  present. 

{Card  specimen.      December  8th,  1892.) 
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VI.  GLAUCOMA. 

1.  Primary  glaucoma  {painless)  in  patient  set.  forty  ;  almost 
complete  loss  of  V.  {R.  E.)  ;  threatened  attach  in  L.  E. 

By  R.  N.  Hartley   (Leeds). 

December  1st,  189L — '^Rainbows;"  fogginess  of  V. 
T.  +  1^.      Cupped  disc  and  contracted  field.      V.  ^• 

Iridectomy  ;  after  which  T.  normal :  rainbows  ceased. 
Some  further  failure  of  V.  in  spite  of  Idy. 

R.  E.  V.  now.      Letters  of  J.  20  (acyre). 

During  the  last  week,  ''  rainbows "  in  L.  E.  occa- 
sionally ;  aching  ;  T.  not  increased  (variable)  ;  capillary 
congestion  of  L.  disc. 

Dr.  Brailey  said  it  would  certainly  be  better  to  en- 
deavour to  preserve  the  sight  of  the  remaining  eye  by 
reluctantly  performing  an  operation  at  present  than  to  let 
it  run  its  inevitable  course  to  total  loss  of  vision.  The 
patient  should  be  told  that  the  prognosis  was  in  any  case 
bad.  He  suggested  an  iridectomy,  followed  by  a  sclero- 
tomy in  the  same  direction.  He  had  sometimes  seen 
good  results  follow  this  operation,  even  in  cases  which 
looked  very  unfavourable. 

{Card  Specimen.     January  2Qth,  1893.) 
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2.  Steady  failure  of  sight,  with  many  of  the  symptoms  of 
glaucoma,  hut  without  increased  tension. 


By    W.   A.   Brailey. 


Sarah  F — ,  set.  dS.  Sight  began  to  fail,  with  haloes 
and  "  mists  "  nine  months  ago.  Progressive  failure  in 
spite  of  physostigmine  drops. 

Iridectomy  upwards  in  each  eye  seven  months  ago. 

Temporary  improvement  of  sight,  and  disappearance  of 
mists  and  haloes. 

Since  then  progressive  diminution  of  central  acuteness 

Fig.  6. 


August  16th,  1892. 
Fehruary  17th,  1893. 


Outer  dotted  liue  represents  the  normal  field. 

and   shrinking   of   fields,   without   distinctly   appreciable 
tension  ever. 
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GLAUCOMA. 


Fro.  7. 


•  August  16th,  1892. 
February  I7th,  1893. 


Outer  dotted  liue  represents  the  normal  field. 


Optic   discs  ratlicr  red,  witli  deep    central  pits,  most 
marked  in  the  right  eye. 

{Card  specimen.      March  Otli,  1893.) 
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VII.  DISEASES   OF  THE  CHOROID. 

Separation  of  the  choroid. 
By  P.  H.  Mules. 

Idiopathic  separation  of  the  choroid,  be  it  partial  or 
be  it  complete,  is  of  sufficient  rarity  to  warrant  notice ; 
and  if  this  was  all  T  need  not  hesitate  to  bring  my  cases 
before  the  Society,  but  it  is  not  all,  for  my  two  cases  differ 
materially  from  those  that  have  hitherto  been  recorded. 
The  first  was  a  complete  idiopathic  separation  of  the  cho- 
roid in  a  boy  aet.  12.  The  second  is,  to  the  best  of  my 
belief,  also  complete,  but  traumatic — at  least  due  to  a 
push  on  the  globe  with  a  finger. 

The  early  history  of  the  first  is  nil,  the  boy  having  been 
brought  because  there  was  a  curious  look  in  his  left  eye, 
and  he  could  not  see  ;  there  was  no  evidence  of  any  ob- 
jective symptoms  ;  he  just  awoke  to  the  fact  that  he  was 
blind  with  one  eye  ;  there  was  no  redness  nor  tenderness, 
and  the  media  were  clear  with  normal  tension.  A  yellow 
reflex  was  visible  over  the  whole  interior  of  the  globe, 
easily  seen  by  daylight  at  the  lamp.  The  appearance  was 
that  of  a  white  sarcoma,  for  which  it  was  mistaken.  There 
was  no  apparent  vascularity,  but  the  supposed  growth 
was  immovable,  and  three  deep  sulci,  forming  a  triangle, 
could  be  easily  traced,  giving  a  lobulated  appearance. 
The  globe  was  removed  and  immediately  opened,  when 
the  supposed  tumour  was  seen  to  be  a  completely  sepa- 
rated choroid,  the  space  between  it  and  the  sclera  being 
filled  with  straw-coloured  fluid.  The  compression  was  so 
great  that  at  the   disc  the   separated   coats  were  the  size 

VOL.   XIII.  5 


6Q  DISEASES    OF   THE    CHOROID. 

of  a  quill  only,  spreading  out  funnel-shaped  towards  the 
back  of  the  lens. 

The  second  case,  wliicli  I  have  not  been  able  to  sub- 
stantiate by  dissection,  is  in  a  youth  of  twenty,  who  came 
in  December,  1891,  with  loss  of  vision  due  to  a  push  on 
the  globe  from  a  companion's  finger.  He  could  only  see 
shadows.  After  dilatation  it  was  apparent  there  was 
haemorrhage  into  the  vitreous.  As  the  haemorrhage 
cleared  there  was  seen  at  the  lower  segment  of  the  eyeball 
a  detachment  of  its  coats,  and  so  far  back  as  April,  1892, 
the  diagnosis  of  choroidal  separation  was  made  and  noted 
on  his  paper.  I  saw  him  again  on  February  20th  of  the 
present  year  after  an  absence  of  six  months,  and  then  the 
eye  presented  an  appearance  not  very  dissimilar  to  the 
case  first  mentioned.  There  was  the  same  yellow  reflex 
and  some  folding,  but  an  entire  absence  of  apparent  vas- 
cularity, and  the  separated  layers  trembled  slightly  with 
the  movements  of  the  eye,  somewhat  like  a  pseudo-glioma, 
for  which,  it  might  then  have  been  mistaken. 

The  difference  between  these  cases  and  those  recorded 
previously  is,  in  mine,  the  absence  of  all  appearance  of  the 
vascular  layer  or  other  indication  of  the  choroid.  I  can 
only  attribute  this  to  a  layer  of  lymph,  which  obscures 
the  details.  I  have  no  doubt  it  is  so,  because  in  April 
last,  when  the  diagnosis  of  choroidal  separation  was 
made  in  the  second  case,  the  vascular  layer  was  visible, 
whilst  now  it  is  obscured,  the  separation  being  acute.  I 
should  not  have  brought  it  before  you  except  to  point  out 
the  pathological  steps  which  produced  in  the  first  a  very 
rare  and  perplexing  condition.  May  4th,  1893. 
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Spontaneous  hsemorrhage  into  vitreous  in  a  young  man; 
also  a  macular  suhhyaloid  haemorrhage. 

By  Henry  Juler. 

H,  M — ,  ast.  SO,  married,  coast  guardsman  by  occupa- 
tion, attended  the  Royal  Westminster  Ophthalmic  Hos- 
pital for  the  first  time  on  Saturday  last,  October  15th 
inst.,  complaining  of  defective  sight  in  the  right  eye,  and 
said  "  that  his  doctor  had  told  him  that  he  had  a  ruptured 
blood-vessel  in  his  eye/' 

He  gave  the  following  history  : — "  On  the  20th  of  last 
September  he  was  digging  up  a  piece  of  turf  to  put  in 
the  bottom  of  a  lark's  cage  when  he  suddenly  noticed 
that  the  sod  appeared  red,  and  trying  each  eye  separately 
he  found  the  right  eye  was  at  fault.  He  went  to  his 
doctor  immediately  about  it,  and  the  following  day  the 
doctor's  assistant  examined  the  eye  and  told  him  that  he 
had  ruptured  a  blood-vessel  in  his  eye  and  must  rest 
awhile.  He  kept  the  eye  shaded  fourteen  days  and  then 
resumed  his  work,  and  noticed  that  the  redness  came 
again  once  or  twice  since.  He  said  that  the  red  area  had 
a  definite  shape  of  which  he  made  a  sketch  ;  the  upper 
part  seemed  to  be  elongated  and  of  a  spiral  shape  which 
kept  moving  upwards. 

Present  condition. — R.  V.  -^^,  J.  1  with  difl&culty,  Em. 
L.  V.  6^,  J.  1,  Em.  External  appearances  of  both  eyes 
normal. 

Fundus  of  right  eye. — The  disc  on  the  whole  looks 
healthy,  a  physiological  cup  is  present.  Two  or  three 
red  dots  like    small    haemorrhages   are   seen  on  the   outer 
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part  of  disc  ;  the  lower  margin  of  tlie  latter  is  not  well 
defined,  A  small  spot  of  pigment  is  seen  on  the  upper 
nasal  artery  not  far  from  the  disc. 


Fig-.  8. 


Shaded  portion — relative  scotoma. 


Just  below  the  macula  there  is  a  large  boat-shaped 
haemorrhage,  situjited  probably  between  tlie  membraua 
limitans  interna  of  the  retina  and  the  hyaloid  membrane 
of  the  vitreous. 

In  the  lower  part  of  the  fundus  is  a  large  white  floccu- 
lent  mass  upon  which  no  vessels  can  be  seen,  and  at  its 
lower  part  a  considerable  quantity  of  pigment  and  bright 
red  patches  are  visible  ;  the  outer  part  of  this  mass  is 
striated  in  appearance,  and  between  the  white  striatious 
the  choroidal  reflex.  This  mass  is  in  my  opinion  altered 
blood-clot.  The  visual  field  is  limited  above  as  seen 
by  the  chart,  but  I  cannot  obtain  a  scotoma  corresponding 
to  the  boat-shaped  haemorrhage.      I   cannot  discover  any 
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cause  for  sucli  a  severe  lisemorrliage,  there  is  no  history 
of  injury,  no  history  of  any  constitutional  disorder  as 
syphilis,  rheumatism,  hfemophilia,  &c.,  and  he  has  recently 
had  his  heart  examined  with  negative  results.  His  urine 
is  normal. 

He  has  had  no   recent   illuess.      In  1881  he  was  out  in 
Zanzibar^  and  suffered  there  from  "  interaiittent  fever. ^' 
[Card  specimen.      October  20th,  1892.) 
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Pyramidal  cataract. 
By   P.   H.   Mules. 

The  case  of  pyramidal  cataract  to  which  I  ask  your 
attention  is  of  interest  from  the  presence  of  lymph  threads 
passing  from  the  cone  apex  to  the  cornea^  and  although 
found  after  the  eye  was  excised  the  case  has  points  of 
resemblance  to  the  one  that  Wells  mentions  as  having 
seen  in  Arlt's  Clinique.  In  December  of  1892  I  removed 
the  left  globe  of  a  child  get.  sixteen  months  for  painful 
staphylomatous  protrusion  of  the  cornea,  the  outcome  of 
ophthalmia  neonatorum  with  perforation ;  the  excised 
globe  was  at  once  cut  open  in  its  long  axis  and  presented 
a  well  formed  pyramidal  cataract^  the  base  of  which  was 
embraced  round  a  quarter  of  an  inch  of  its  circumference 
by  adherent  iris,  the  remaining  iris  being  fused  into  the 
corneal  cicatrix  ;  passing  from  the  cone  and  forming  an 
attenuated  apex  was  a  band  of  lymph  gradually  drawn 
out  to  a  fine  thread  till  it  reached  the  front  of  the  cornea, 
and  was  attached  to  the  edge  of  what  had  been  a  large 
corneal  perforation.  The  size  of  the  staphyloma  may  be 
estimated  by  the  length  of  the  lymph  thread  which  was 
5'"  or  nearly  half  an  inch.  A  second  thread  of  lymph 
from  the  cone  apex  was  inserted  into  the  other  side  of  the 
corneal  perforation,  the  distance  between  the  two  at  the 
insertion  being  the  fifth  of  an  inch,  whilst  a  third  thread 
passing  from  the  side  of  the  cone  was  inserted  into  what 
might  have  been  the  middle  of  the  iris.  The  points  to 
which  attention  may  be  invited  are  : 

The    rarity  of  the    persistence   of  these   lymph  bands 
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between  cornea  and  cone,  because  the  lynipb  effusion 
between  tbe  capsule  and  coruea  must  be  of  very  constant 
occurrence. 

Another  is  the  possible  light  thrown  upon  the  origin  of 
this  cone^  for  it  appears  to  me  a  fair  assumption  that 
traction  on  the  capsule  was  the  direct  cause  of  its 
formation. 

We  may^  then,  have  three  separate  varieties  of  cone  : 

One  by  lymph  deposit  outside  the  capsule  ; 

A  second  as  shown  by  Mr.  Treacher  Collins^  of  new  cell 
growth  within  the  capsule ; 

A  third,  in  which  direct  traction  on  the  centre  of  the 
capsule  may  produce  a  cone  to  be  probably  filled  with 
cell  growth  from  the  lens  or  inner  layer  of   the  capsule. 

{Ilaij  Uh,  1893.) 
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X.   DISEASES  OF  THE  RETINA. 

1.   Retinitis  in  a  case   of  leuksemia. 

By  GusTAvns  Hartridge. 

(With  Plate  II.) 

Ada  S — ,  aet.  26,  has  been  an  in-patient  at  the  West- 
minster Hospital  off  and  on  during  the  past  year  under 
the  care  of  Dr.  Donkin,  to  whom  I  am  indebted  for 
allowing  me  to  record  the  case. 

The  patient  is  single;  has  always  lived  in  London. 
She  had  influenza  in  June,  1891  ;  no  history  of  syphilis, 
alcoholism,  or  any  other  definite  illness,  but  has  suffered 
from  shortness  of  breath  with  pain  in  the  chest  and 
enlargement  of  the  abdomen.  Father  died  from  heart 
disease.  Mother  healthy.  One  brother  died  from  rheu- 
matic fever  and  heart  disease.  One  other  brother  living 
and  healthy.      Four  sisters  all  healthy. 

Condition  on  admission. — Rather  emaciated  with  slight 
dyspnoea.      Temp.  99° ;  pulse  96,  soft. 

Ahdo7ninal  examination. — Spleen  much  enlarged,  ex- 
tending downwai'ds  as  far  as  the  iliac  crest,  inwards 
beyond  the  middle  lino,  and  upwards  to  the  cardiac  dul- 
ness.      The  notch  in  the  spleen  can  easily  be  felt. 

Chest  examination. — Heart. — The  apex  beat  is  displaced 
upwards  and  outwards  to  the  fourth  intercostal  space  ex- 
ternal to  the  nipple.  The  cardiac  dulness  is  increased 
upwards  to  the  third  rib.  A  loud  systolic  bruit  is  heard 
over  the  pra^cordium  ;   loudest  over  the  nipple. 

Chest. — The  chest  movements  are  equal  ;  resonance 
normal  ;  breath  sounds  normal ;  a  few  bronchial  rales  at 
the  base. 
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Tongue  furred  but  moist ;  bowels  loose ;  catamenia 
scanty. 

Urine  normal  in  quantity,  sp.  gr.  1025,  no  albumen  or 
sugar. 

Microscopical  examination  of  the  blood  with  Gower's 
hasmocytometer  4,500,000  blood-corpuscles  to  the  square 
millimetre;  proportion  of  white  corpuscles  to  red,  1  in  4. 

On  April  7th  the  patient  had  a  severe  attack  of  epis- 
taxis,  losing  about  a  pint  of  blood  in  two  days.  The 
epistaxis  appeared  to  be  started  by  a  cough,  which  also 
caused  subconjunctival  ecchymoses  in  both  eyes.  Buiacia- 
tion  has  somewhat  advanced.  The  spleen  has  further  in- 
creased in  size,  nnd  there  is  some  enlargement  of  the 
liver,  the  dulness  extending  downwards  1|  inches  below 
the  costal  cartilages  ;  the  abdominal  measurement  round 
the  umbilicus  is  31  inches,  4  inches  above  this  point  it  is 
291  inches.      White  corpuscles  to  red  2  to  9. 

November  12th. — The  cough  is  still  troublesome,  and 
there  has  been  a  recurrence  of  the  epistaxis.  The  spleen 
is  felt  and  seen  to  occupy  the  whole  left  side  of  the  abdo- 
men and  iliac  fossa,  pushing  the  heart  upwards.  The 
liver  now  extends  down  as  far  as  the  umbilicus.  Cata- 
menia absent  since  February.  Urine  contains  blood  and 
albumen  ^. 

23rd. — Ophthalmoscopic  examination. 

R.  V.  -^4  H.  m.,  2  D.  =  -^^ ;  pupil  5  mm. ;  acts  well 
both  to  light  and  on  convergence.      T.  n. 

L.  V.  -^4  H.  m.,  2  D.  =  -^ ;  pupil  5  mm.  ;  acts  well 
both  to  light  and  on  convergence.      T.  n. 

Bight  eye. — Media  clear ;  disc  very  swollen,  edges  ill- 
defined  ;  whole  fundus  very  hazy,  due  probably  to  swell- 
ing and  slight  opacity  of  the  retina.  Veins  vei'y  large 
and  tortuous,  about  four  or  five  times  the  size  of  the 
arteries,  though  it  is  difficult  to  distinguish  with  absolute 
certainty  the  arteries  from  the  veins.  Light  reflex  on  the 
swollen  vessels  extremely  well  marked  ;  macula  very  dis- 
tinct. The  general  colour  of  the  fundus  is  normal  for  a 
person  of  medium  complexion,  there  being  an  absence  of 
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that  yellow  tint  which  is  usually  described  and  shown  iu 
drawings  of  the  fundus  of  cases  of  leukeemic  retinitis  ;   no 
haemorrhages  or  white  patches  in  the  retina  (see  PI.  II). 
Left  eye. — Appearances  the  same  as  in  the  right. 

{Card  sijecimen.     January  2Qth,  1893.) 

The  patient  died  on  January  29th,  and  a  post-mortem 
was  made  on  the  following  day.  The  spleen  was  found 
to  weigh  67  oz.,  it  was  fairly  firm  and  of  a  brick -red 
colour  with  some  thickening  of  the  capsule  in  places. 
The  liver  was  pallid  iu  colour  and  abnormally  soft,  weigh- 
ing 162  oz. 

Examination  of  the  eyes  made  by  Mr.  John  Griffith. 

The  two  eyeballs  with  optic  nerves  intact. 

After  being  hardened  in  Miiller's  fluid  for  about  six 
weeks  one  eye  (the  left)  was  used  for  making  a  jelly- 
preparation,  the  other  was  cut  for  microscopic  inspection. 

Fig.  9. 
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a.  Sclerotic.  b.  Choroid.  c.  Retina. 


The  jelly-prepai-ation  showed  slight  swelling  of  the  disc, 
thickening  of  the  choroid,  tortuosity  of  the  retinal  vessels, 
as  well  as  what  appeared  to  be  a  hpcmorrhage  towards  the 
peripheral  part. 
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Microscopically  there  was  no  evidence  whatever  of 
inflammation,  either  in  the  eyeball  itself  or  in  the  optic 
nerve. 

The  papilla  was  slightly  swollen  and  the  retinal  vessels, 
especially  the  veins,  similar  to  the  vessels  in  all  parts  of 
the  globe,  were  gorged  with  leuksemic  blood.  The 
peculiar  changes  in  the  retinal  vessels  described  and 
illustrated  by  Mr.  Edmunds  in  the  '  Ophthalmological 
Transactions,^  vol.  x,  were  not  seen  in  this  case.  The 
walls  of  the  blood  vessels  were  normal,  and  nearly  all  the 
vessels  contained  blood,  not  coagulum,  in  which  the 
leucocytes  appeared  to  predominate  in  number.  The 
choroid  showed  this  vascular  distension  in  a  remarkable 
manner,  being  two  or  three  times  its  natural  thickness. 
Contrary  to  what  one  would  expect  there  was  no  excess  of 
leucocytes  in  the  perivascular  tissue,  in  fact,  it  appeared 
as  if  diapedesis  had  been  thrown  into  abeyance. 

The  ciliaiy  processes  and  iris,  beyond  being  slightly 
swollen  by  the  engorgement  of  their  vessels,  were  quite 
normal.  The  optic  nerve  at  its  junction  with  the  globe 
was  somewhat  bulbous,  yet  there  was  no  excess  of 
leucocytes  in  the  intersheath  space.  The  nerve  itself 
showed  no  signs  of  inflammation.  The  apparent  papillitis 
was  in  this  instance,  I  believe,  entirely  due  to  mechanical 
oedema  of  the  papilla,  which  retarded  the  venous  return. 
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2.   Peculiar  changes  in  the  macular  region,  possibly 
traumatic  in  origin. 

By  J.   B.   Lawford. 

David  D — ,  set.  24. 

L,  defective  since  age  of  seven^  after  an  injury  with  a 
blank  cartridge.      V.  =    g— q,  not  improved. 

R.  ^ ;  no  ophthalmoscopic  changes. 

L,  ophth.  :  a  sliarply-defined  circular  area  at  the 
macula,  near  the  margins  of  which  are  some  bright 
yellowish  spots  in  the  retina :  the  surrounding  retina 
is  hazy.  Peripheral  choroidal  changes,  with  pigmenta- 
tion in  retina. 

The  conditions  have   remained   unchanged   during  the 
three   months  the  patient  has  been  under  observation. 
{Card  specimen.      March  9th,  1893.) 

Mr.  Hartridge  mentioned  a  similar  case  which  he 
brought  before  the  Society  in  June,  1889,  and  which  is 
published  with  a  coloured  plate  in  vol.  ix,  p.  144,  of  the 
'  Transactions.' 
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XI.  DISEASES  OF  THE  OPTIC  NERVE. 

1.   A  case  of  double  oijtic  neuro -retinitis  after  injiuenza. 

By  GasTAVus  Hartridge. 

(With   Plate  III.) 

The  case  which  I  have  shown  to-night  is  that  of  a  girl, 
set.  16,  who  came  to  the  Westminster  Hospital  on  October 
11th,  1892,  and  gave  the  following  history. 

In  May,  1891,  she  had  a  bad  attack  of  influenza  which 
kept  her  in  bed  three  weeks,  and  in  the  house  five  weeks. 
Headache  was  a  very  prominent  symptom,  accompanied 
by  sickness  on  one  or  two  occasions.  She  recovered  very 
slowly,  but  has  never  felt  so  well  since. 

In  June,  1892,  she  suffered  from  a  second  attack  of  in- 
fluenza, which  was  less  severe  than  the  previous  one  ;  was 
in  bed  two  weeks,  and  in  the  house  three  weeks.  Noticed 
soon  after  the  second  attack  that  the  sight  of  both  eyes 
began  to  fail,  and  has  continued  to  get  worse  until  the 
present  time.  She  has  never  consulted  anyone  with 
regard  to  her  eyes,  as  the  doctor  attending  her  said  that 
the  loss  of  sight  was  due  to  weakness,  and  that  as  she 
gained  strength  the  sight  would  improve. 

During  the  past  six  weeks  the  patient  has  suffered  from 
constant  headache  on  the  right  side  of  the  head  over  the 
ear,  the  pain  being  of  an  acute  neuralgic  character.  The 
present  condition  of  the  girl,  who  is  rather  old-looking 
for  her  age,  is  slightly  anaemic,  but  w^ell  nourished.  She 
has  a  good  appetite ;  tongue  clean  and  teeth  good. 
Bowels  regular;  menstruation  regular  and  painless. 
Urine  acid;  sp.  1018;  no  albumen,  no  sugar. 

R.  V.  2^ ;  c  +  1  D.  Cy.  axis  vert.  =  ^. 

L.  V.  2^ ;  t  +  1  D.  Cy.  axis  vert.  =  -^. 
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Pupils  about  5  mm.,  equal,  and  act  well  both  to  light 
and  on  convergence. 

With  tlie  ophthalmoscojye. — Right  eye. — Disc  white, 
borders  very  indistinct  and  rather  swollen ;  arteries 
slightly  diminished  in  size  ;  veins  tortuous,  white  lines 
along  some  of  the  large  vessels ;  numerous  white  scat- 
tered patches  in  the  macula  region  ;  no  haemorrhages. 

Left  eye — Same  condition  as  the  right.  Fields  of 
vision  good  ;  colour  vision  normal. 

So  few  cases  of  neuro-retinitis  have  yet  been  recorded 
which  could  safely  and  definitely  be  attributed  to  in- 
fluenza, that  we  are,  I  think,  justified  in  assuming  that 
it  is  a  very  rare  sequel  of  this  disease.  One's  first  in- 
clination is  to  doubt  whether  influenza  alone  is  ever  the 
real  cause  of  neuro-retinitis;  and  the  term  influenza,  even 
when  used  by  the  profession  includes  so  many  varieties  of 
symptoms,  and  possibly  many  different  diseases,  that  it  is 
necessary  to  eliminate  other  possible  causes  before  arriv- 
ing at  the  conclusion  that  any  particular  case  is  a  sequel 
of  influenza.  Albuminuria  and  diabetes  can  easily  be  ex- 
cluded by  making  an  examination  of  the  urine  on  three 
or  four  separate  occasions,  but  it  is  much  more  difficult 
to  exclude  cerebral  causes. 

Mr.  Snell  described  two  cases  at  the  last  June  meeting 
of  this  Society.  Mr.  Juler  has  had  one  case  which  much 
resembles  that  shown  this  evening.  Mr.  Macnaniara 
has  also  put  on  record  four  cases. 

One's  experience  of  this  variety  of  neuro-retinitis  is  so 
exceedingly  limited  that  no  definite  statement  can  be  made 
with  regard  to  the  ophthalmoscopic  appearances  which  one 
may  expect  to  meet  with  in  those  cases  due  to  influenza. 

The  points  of  the  case  shown  this  eveniug  would  seem 
to  be,  the  scattered  character  of  the  spots  which  have 
little  tendency  to  form  the  stellate  arrangement  at  the 
macula  which  is  so  characteristic  of  albuminuric  cases  ; 
the  spots  are  small  and  elongated,  taking  the  direction  of 
the  nerve-fibre  layer  of  the  retina,  they  are  very  white, 
and  reflect  a  good  deal  of  light. 


DESCRIPTION  OF  PLATE  III, 

Illustrating  tlie  Ophthalmoscopic  Appearances  of  the  Right 
Eye  in  Mr.  Hartridge's  case  of  Neuvo-retinitis  after  Influenza 
(p.  11). 
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July  19th,  1893.  Tlie  patient  mucli  improved  in 
general  health.  R.  V.  -j^.  L.  V.  -j^g-.  Discs  very  white 
with  indistinct  edges ;  vessels  remain  of  fair  size ;  the 
white  spots  have  nearly  all  disappeared,  and  there  is  a 
small  patch  of  choroido-retinitis  at  the  macula  of  each  eye. 
{Card  sjyeci'wen.      Ocfoher  20th,  1892.) 


2.   Four  cases  of  neuritis  after  influenza. 

By  F.  EicHAEDsoN  Cross. 

Case  1. — Neuritis  after  influenza. — E.  J — ,  get.  20  ; 
May  2ud,  1892.  Sight  good  until  influenza,  four  months 
ago.  Suddenly  taken  whilst  sewing,  with  pains  in  the 
forehead  and  round  the  eyes ;  sight  gradually  failed ;  at 
eiid  of  a  week  was  getting  worse,  but  still  saw  fairly  at 
the  end  of  a  fortnight ;  L.  was  worse,  but  R.  said  to  be 
rather  better.  At  the  end  of  a  month  both  eyes  very 
much  worse.  No  improvement  since  ;  sight  said  to  be 
getting  worse  every  day. 

She  has  had  severe  headache  throughout,  mainly 
frontal,  now  passing  towards  occiput. 

May  2.      R.  V.  =  ■^.      L.  V.  hand  reflex  and  J.  20. 

Not  tested  for  colours. 

May  8.      Counts  fingers.      Sees  blue. 

Eyes  are  slightly  proptosed,  more  so,  patient  says, 
since  illness. 

Ophthalmoscope. — R.  disc  (  +  5)  ;  neuritis  ;  veins  can  be 
traced  to  centre,  but  are  broken  in  two  or  three  places  by 
slight  oedema  ;  silvery  spots  and  patches  at  macula,  which 
reach  up  to  the  disc  ;  patch  of  pigment  almost  at  macula  ; 
arteries  on  disc  indistinct. 

L.  veins  more  broken  near  disc  ;  arteries  and  disc  not 
visible.      No  hasmorrhage  in  either  eye. 
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Kept  in  Bristol  Eye  Hospital  from  May  2nd  till 
May  17tli,  with  but  little  improvement. 

Case  2. — Atrophy  after  influenza. — Miss  P — ,  cet.  2b, 
came  on  June  7tli,  1892,  complaining  of  defective  sight 
for  distance  and  reading,  and  difficulty  in  moving  about 
rapidly  on  account  of  faulty  sight  downwards  and  at  the 
sides. 

R.  V.  w  J.  6  slowly      Fields  narrowed  R.  ^5"        lo" 


L.  V.  2-4  J.  2  slowly  L.  lo- 


15" 

Colours  in  centre. 
Holmgren's  test  good. 

She  had  suffered  from  slight  asthenopia  for  a  long 
time,  but  could  see  well  until  February  last,  when  she  had 
a  severe  attack  of  influenza.  An  early  symptom  was  in- 
tense pain  in  the  eyes  and  head  with  rapid  failure  of  sight, 
so  that  for  two  months  she  says  she  could  scarcely  see  at 
all,  and  when  she  could  leave  her  bed  she  had  to  be  led 
about.  She  suffered  much  from  loss  of  sleep.  The  head- 
ache was  mainly  occipital,  and  was  relieved  temporarily 
by  applications  of  boiling-hot  fomentations. 

She  says  also  that  she  occasionally  squinted  during  the 
acute  stage  of  the  attack,  and  that  for  a  short  time  she 
had  spasms  of  the  left  side  of  the  face.  Considerable 
improvement  in  sight  had  occurred,  but  seemed  to  be 
again  deteriorating. 

Examination  failed  to  elicit  any  abnormal  nerve  sym- 
ptoms, excepting  in  the  sense  of  sight.  Movement  of 
the  eyes  was  good. 

The  ophthalmoscope  showed  in  both  eyes  typical  optic 
atrophy,  papery-white  flat  nerves,  devoid  of  capillary 
blood-supply.  The  central  artery  was  narrow.  There 
was  no  distinct  evidence  of  past  neuritis  or  of  exudation. 

On  September  6th  vision  had  improved  slightly  under 
strychnine.  R.  3^,  J.  4;  L.  -^^,  J.  2.  Slight  but  definite 
improvement  of  fields. 


-  -^-  and  J.  16. 
■^  and  J.  1, 
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Case  3.  Atrophy  after  influenza. — Mrs.  C — ,  seen  on 
May  27th,  1891.  Patient's  health  was  indifferent,  under- 
going the  "  change  of  life." 

Influenza  commenced  three  weeks  ago.  Two  days 
after  she  fell  ill,  found  that  the  right  eye  was  almost 
blind,  the  left  was  also  faulty,  and  she  suffered  severe 
pain  in  the  occipital  region. 

The  field  of  the  left  eye  was  only  slightly  narrowed. 
In  the  right  the  periphery  was  reduced  to  10°  in  all  direc- 
tions ;  this  eye  just  distinguished  colours  over  the  centre 
of  the  field,  but  with  difficulty  detected  a  pound  from  a 
shilling. 

Ophthalmoscope. — The  disc  of  the  left  eye  was  some- 
what pale,  but  the  fundus  was  practically  normal.  In 
the  right  eye  were  marked  appearances  of  myopia ;  a 
large  posterior  staphyloma,  three  thin  cloudy  pink  spots 
of  degeneration  close  to  the  macula,  and  several  spots  of 
choroidal  atrophy ;  but  in  addition,  the  optic  disc  was 
very  pallid,  with  narrowed  central  artery  and  vein — evi- 
dently atrophied,  this  opinion  being  corroborated  by  the 
very  narrow  peripheral  field  mentioned. 

On  December  21st,  seven  months  afterwards,  Mrs.  C — 
came  again.  The  right  eye  had  been  gradually  getting 
worse,  and  on  examination  was  found  to  be  absolutely 
blind.  The  left  eye  had  remained  fairly  good  until  two 
months  ago,  but  was  now  failing  in  sight,  and  was  very  un- 
comfortable. I  found  the  field  in  this  eye  reduced  to  about 
20°  in  all  directions,  and  central  vision  with  the  best  lens 
barely  2^,  The  disc  had  become  very  pale,  and  the 
central  artery  and  vein  much  attenuated.  The  condition 
seemed  undoubtedly  one  of  optic  atrophy. 

Mr.  Tweedy  recollected  the  case  referred  to  by  Mr. 
Cross.  There  seemed  to  be  no  reason  to  doubt  that  the 
failure  of  sight  was  due  to  an  attack  of  influenza.  He 
could  not  remember  having  seen  a  case  with  ophthalmo- 
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scopic  appearances  exactly  like  those  described  by  Mr. 
Hartridge,  but  he  had  seen  many  cases  of  optic  neuritis 
and  of  maculitis  following  influenza  in  a  way  strongly 
suggestive  of  a  causal  relationship.  Optic  neuritis  after 
influenza  was  by  no  means  rare.  He  had  also  seen  stra- 
bismus and  other  forms  of  neuritis.  He  had  at  present 
under  his  care  a  lady  suffering  from  paralysis  of  accom- 
modation in  one  eye,  and  other  symptoms  of  peripheral 
neuritis  apparently  due  to  influenza.  We  could  see  optic 
neuritis,  and  we  may  assume  that  similar  changes  take 
place  in  other  nerves  not  accessible  to  view. 

Mr.  JuLEK  thought  the  existence  of  these  white  patches 
was  particularly  interesting.  Present  in  a  case  of  his  own, 
they  had  since  disappeared.  The  ophthalmoscopic  appear- 
ance was  so  similar  to  that  of  his  own  case,  that  at  first 
he  thought  it  must  be  the  same  patient.  In  reference  to 
the  suggestion  that  this  patient  might  have  been  suffer- 
ing from  cerebral  disease,  he  observed  that  he  would  in 
that  case  expect  to  have  more  swelling.  Neither  the 
history  nor  the  course  of  the  case  suggested  intra- cranial 
mischief.  In  his  own  case  the  history  of  influenza  was 
rather  more  remote.  It  was  somewhat  remarkable  that 
the  white  lines  should  disappear  in  these  cases  instead  of 
going  on  to  the  degradation  observed  in  renal  cases. 


3.  A  case  of  doiihle  optic  atrophy ,  following  erysipelas 
of  one  side  of  the  face. 

By  Edward  Fowler  Scougal. 

The  case  I  have  to  record  presents  some  features  that, 
I  think,  make  it  somewhat  interesting.  The  occurrence 
of  optic  atrophy  following  facial  erysipelas  is,  if  we  are 
to  judge  by  the  literature  on  the  subject,  not  very  common. 
The  text-books    either  on    ophthalmology    or  on  general 
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medicine  and  surgery  make  no,  or  only  the  meagrest, 
mention  of  the  matter.  The  only  exhaustive  article  I 
have  been  able  to  find  is  one  by  Knapp  in  the  '  Archives 
of  Ophthalmology'  for  1884,  vol.  xiii,  pp.  83,  et  seq. 
Surely  this  meagre  mention  in  text-books  of  such  a 
sequela  of  a  common  disease  is  strange,  for  short  of  death 
no  result  of  facial  erysipelas  can  be  more  disastrous  than 
blindness.  I  have  therefore  ventured  to  bring  forward 
this  case,  which  is  briefly  as  follows. 

For  the  notes  regarding  erysipelas  I  am  indebted  to 
my  partner.  Dr.  T.  Kilner  Clarke. 

G.  W — ,  set.  60,  was  first  seen  on  November  17th, 
1889.  For  a  few  days  previous  he  had  been  suffering 
from  toothache  on  the  left  side  of  the  face.  When 
seen  there  was  undoubtedly  erysipelas  of  the  left  side 
of  the  face,  the  affected  area  of  the  face  being  slightly 
swollen,  while  a  little  offensive  pus  was  oozing  from  the 
gums  about  the  left  upper  bicuspid  tooth.  Except  for 
one  day,  when  the  erysipelas  spread  on  to  the  bridge  of 
the  nose,  it  was  localised  to  the  left  malar,  supra -orbital, 
and  (to  a  less  extent)  temporal  regions.  As  the  swelling 
continued  an  incision  was  made  at  the  outer  angle  of  the 
orbit,  but  no  pus  escaped,  and  the  wound  healed  in  a  day 
or  two.  The  case  did  well,  and  within  a  fortnight  the 
patient  was  well,  though  an  attack  of  bronchitis  delayed 
his  complete  recovery.  Having  seen  the  patient  once  or 
twice  in  place  of  Dr.  Clarke,  I  can  with  confidence  say 
that  the  left  eyelids  were  never  quite  closed  up,  that 
there  was  no  affection  of  the  eyes,  and  that  no  complaint 
was  ever  made  of  any  loss  of  vision. 

On  January  7th,  1890,  that  is,  seven  weeks  after  the 
onset  of  the  erysipelas  and  five  weeks  after  recovery, 
G.  W —  came  to  see  me  complaining  of  failing  vision, 
his  L.  E.  being,  he  thought,  the  worst.  He  had  noticed 
this  only  for  a  few  days.  He  was  quite  sure  that  before 
his  illness  his  sight  was  as  good  as  other  folks  at  his  age. 
The  condition  of  things  I  found  was  this  : — His  acuity  of 
vision  was  R.  E.  y^,  L.  E.  3%.     There  was  no  H.  or  M. 
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to  be  made  out,  and  no  glasses  effected  any  improvement. 
The  condition  of  both  eyes  was  much  the  same ;  media 
clear,  pupils  equal  and  active  (though  slowly)  both  to 
light  and  accommodation,  the  fundi  normal,  but  both 
0.  D.  looked  rather  white,  and  L.  0.  D.  especially  so. 
The  visual  fields  were,  except  for  a  slight  concentric  con- 
traction, practically  normal.  A  guarded  prognosis  and 
diagnosis  were  given,  while  for  treatment  Easton's  syrup 
was  ordered.  On  January  20th  the  condition  of  things 
was  distinctly  worse,  especially  in  the  L.  E.  Vision  was 
R.  E.  -^Q,  L.  E.  -£q.  Both  pupils,  particularly  the  left, 
acted  very  sluggishly  to  light  and  accommodation,  while 
as  regards  the  fundi  both  0.  D.  were  distinctly  whiter 
than  before,  and  the  arteries  and  veins  smaller,  though 
quite  pervious.  I  ventured  to  tell  the  patient  I  thought 
he  had  optic  atrophy  as  the  result  of  his  previous  ery- 
sipelas, and  suggested  his  having  further  advice.  He  con- 
sulted Dr.  Little,  of  Manchester,  who  confirmed  my 
opinion,  gave  a  poor  prognosis,  and  suggested  continuing 
the  Easton's  syrup.  The  after-course  of  the  case  may  be 
summed  up  as  slow  but  steady  increase  in  the  amblyopia, 
but  always  greater  in  the  L.  E.  than  in  the  R.  B.  By 
the  end  of  1890  he  could,  with  the  L.  E.,  only  count 
fingers  at  twelve  inches,  while,  with  the  R.  E.,  he  could 
recognise  things  and  persons,  but  could  not  with  any 
glasses  read.  I  saw  the  patient  quite  recently  and  found 
things  in  the  following  condition  : — The  R.  E.  still  retains 
sight  sufficient  to  enable  him  to  grope  his  way  about  and 
to  distinguish  objects  near  at  hand.  For  example,  he 
could  tell  his  cat  from  his  dog  if  they  were  near  him,  but 
not  from  the  other  side  of  the  room.  The  pupil  acts 
slowly  to  light  and  accommodation  ;  the  fundus  is  as 
before,  the  O.  D.  being  white  and  the  vessels  small  but 
pervious.  Tlic  L.  E.  is  now  quite  blind,  not  even  p.  1., 
the  pupil  is  slightly  dilated,  inactive  to  direct,  but  slightly 
active  to  indirect  light  stimulation.  The  0.  D.  is  very 
white,  slightly  cupped,  and  the  blood-vessels  are  very 
small  but  still  contain  blood.      I  may  say  that  at  no  time 
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have  there  been  any  symptoms  to  suggest  cerebral 
affection. 

The  features  that  make  this  case  of  some  interest  are 
these  : — (1)  The  fact  that  the  atrophy  is  double  while  the 
facial  erysipelas  was  only  one-sided  ;  (2)  the  length  of 
time  that  passed  between  the  disappeai'ance  of  the  ery- 
sipelas and  the  first  complaint  of  the  loss  of  vision ; 
and  (8)  the  absence  of  any  sign  of  orbital  cellulitis.  To 
take  the  first  point.  Knapp  in  the  article  referred  to 
gives  an  analysis  of  all  the  recorded  cases  up  to  that  date. 
They  were  thirty-six,  and  in  eighteen  of  these  it  is  stated 
that  both  eyes  were  affected,  but  in  all  these  eighteen,  as 
far  as  I  can  make  out,  the  erysipelas  affected  the  face 
generally ;  certainly  in  none  is  it  stated  that  the  erysipe- 
las affected  only  one  side.  In  Knapp's  own  case,  of 
which  the  details  are  very  full  and  interesting,  both  sides 
of  the  face  undoubtedly  suffered  from  erysipelas.  Now 
in  the  case  I  have  recorded  the  erysipelas  never  extended 
beyond  the  bridge  of  the  nose,  but  was  confined  to  the 
regions  above  indicated  and  was  by  no  means  severe.  It 
is  this  limited  extent  and  comparatively  slight  severity 
of  the  erysipelas  with  the  resulting  disastrous  effects  on 
vision  that  lend  so  much  interest,  I  think,  to  my  case. 

Secondly,  the  length  of  time  that  elapsed  between  the 
recovery  from  the  erysipelas  and  the  first  complaint  of 
failing  vision  is  very  unusual.  In  the  cases  already  re- 
corded, as  given  by  Knapp,  the  longest  interval  between 
the  onset  of  the  erysipelas  and  the  impairment  of  vision 
is  three  weeks,  except  in  one  case,  that  of  Lubinski's, 
when  seven  weeks  elapsed ;  in  which  case,  however,  the 
erysipelas  must  have  been  very  severe,  for  it  was  not  till 
seven  weeks  had  elapsed  that  the  patient  could  open 
his  eyelids.  In  Mr.  Nettleship's  case — the  only  one  re- 
corded in  the  Ophthalmological  Society's  '  Transactions,' 
see  vol.  ii,  p.  92 — four  weeks  had  elapsed  after  the  onset 
of  the  erysipelas  before  he  saw  the  patient,  who  still  hati 
a  discharging  sinus  in  one  eyelid  and  an  ulcer  on  the 
other,  but  the  blindness  (confined  to  the  R.  E.)  had  already 
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begun.  Knapp  iu  his  ai'ticle  says  "  orbital  cellulitis  and 
impairment  of  vision  appeared  iu  most  cases  during  the 
inflammatory  stages  of  erysipelas,  in  a  certain  number 
during  convalescence."  Now  in  my  patient^s  case  he  had 
passed  the  convalescent  stage,  for  he  was  quite  well  even 
after  his  bronchitic  attack  for  three  weeks,  ere  he  com- 
plained of  the  loss  of  vision.  In  this  respect  also,  there- 
fore, I  think  I  am  right  in  saying  this  case  is  very  un- 
usual. 

Thirdly,  what  was  in  this  case  the  immediate  cause  of 
the  optic  atrophy  ?  Was  there  any  oi'bital  cellulitis,  was 
there  any  previous,  however,  slight  neuritis,  or  was  it 
simple  atrophy  ?  Knapp  {loc.  cit.)  says  ''orbital  cellulitis 
is  present  in  all  cases  where  blindness  comes  on  during 
the  course  of  facial  erysipelas.'^  He  does  mention  three 
cases,  two  of  Pagenstecher's,  and  one  of  Mr.  J.  Hutchin- 
son's, which  are  given  by  Schwendt  to  support  the  idea 
that  optic  atrophy  may  occur  after  facial  erysipelas  with- 
out orbital  cellulitis  or  exophthalmos.  But  he  mentions 
them  only  to  criticise  them,  and  to  show  that  there  was  a 
sti'ong  presumption  that  in  each  case  orbital  cellulitis  had 
occurred.  Now  in  the  case  I  have  reported  there  was  no 
certain  evidence  of  cellulitis.  A  free  incision  was  made 
and  no  pus  found.  True,  a  little  pus  oozed  from  the 
neighbourhood  of  a  tooth,  but  that  probably  came  from  an 
abscess  at  the  root  of  the  tooth.  It  was  there  before  the 
erysipelas,  and  it  disappeared  before  the  erysipelas  began 
to  subside.  I  think,  therefore,  that  we  may  fairly  say 
that  there  was  no  evidence  of  orbital  cellulitis,  especially 
when  we  remember  that  the  R.  E.  has  also  suffered,  while 
the  erysipelas  was  entirely  confined  to  the  left  side  of  the 
face.  We  know  from  Dr.  Huglilings  Jackson's  observa- 
tions that  some  degree  of  optic  neuritis  may  exist  without 
any  apparent  impairment  of  vision.  May  there  not  have 
been  therefore  in  this  case  some  neuritis  in  the  L.  E. 
sympathetically  spreading  to  the  R.  E.,  and  this  eventu- 
ally going  on  to  atrophy.  This  seems  to  mo  a  plausible 
theory.      There  may  of  course  have  been  cellulitis,  without 
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the  formation  of  pus,  sufficient  to  cause  the  optic  atrophy, 
but  while  this  gives  a  reasonable  explanation  of  the 
atrophy  in  the  L.  E.,  it  does  not,  to  my  mind,  satisfac- 
torily explain  the  later  and  less  atrophy  in  the  R.  E. 

Lastly,  as  regards  the  prognosis,  in  relation  to  vision, 
in  cases  of  facial  erysipelas  succeeded  by  amblyopia,  it  is 
not  very  hopeful.  Referring  once  more  to  Knapp's  article 
I  find  that  in  twenty-five  cases  which  did  not  end  fatally, 
double  atrophy  occurred  in  ten.  In  four  of  these  the 
blindness  was  permanent,  in  three  both  eyes  recovered 
vision,  while  in  three  only  one  recovered  vision.  The 
addition  of  even  one  unfavorable  case,  such  as  mine,  to 
so  small  a  list  makes  the  prognosis  as  to  the  recovery  of 
sight  still  more  unfavorable. 

[May  4th,  1893.) 


4.   Two  cases  of  blindness  {one  in  both  eyes)  resulting  from 

erysipelas. 

By  Simeon  Snell. 

Case  1. — Mr.  J.  S — ,  tet.  48,  was  sent  to  me  on  March 
30th,  1887,  by  Dr.  Rowley,  of  Barnsley.  It  appeared  that 
he  was  on  February  22nd  seized  with  erysipelas,  especially 
of  the  left  eye  and  side  of  face.  He  was  confined  to  bed 
for  a  week,  and  then  allowed  to  get  up.  With  his  recovery 
vision  remained  lost.  I  found  his  condition  as  follows  : — 
left  eye,  optic  papilla  quite  white — a  muddy  white;  arteries 
small;  veins  not  so  much  so;  edges  of  disc  not  blurred;  no 
1.  p.      Right  eye  normal. 

From  Dr.  Rowley's  letters  we  learn  that  on  Febi'uary 
22nd  he  found  his  left  eye  swollen  up,  and  engorged  with 
blood  and  erysipelatous  inflammation  about  it,  but  not 
affecting  the  nose.  Next  day  the  right  cheek  and  fore- 
head were  implicated ;  it  scarcely  reached  the  scalp,  but 
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the  left  side  of  neck.  The  left  orbit  was  the  principal 
part  affected.  As  he  recovered  it  was  found  that  sight 
was  lost  in  the  left  eye.  Dr.  Rowley  mentions  that  on 
March  3rd  he  had  no  sight  with  the  eye. 

Case  2. — Willoughby  S — ,  get.  53^  came  under  observa- 
tion at  the  Sheffield  General  Infirmary  on  December  23rd, 
1892,  on  account  of  blindness  of  both  eyes.  We  learnt 
that  on  October  4th  he  had  been  taken  ill  with  erysipelas, 
which  had  commenced  on  the  face  about  the  nose  and  below 
the  eyes,  and  four  days  later  had  extended  to  the  right  arm. 
On  the  6th  the  eyes  became  closed,  and  on  the  11th  he 
was  admitted  into  the  Fir  Vale  Union  Hospital.  Dr. 
Owen,  the  House  Surgeon  at  this  institution,  has  kindly 
supplied  me  with  a  short  note  as  to  his  condition.  The 
erysipelas  affected  the  face  and  right  arm ;  the  face  and 
eyes  were  coated  with  flour,  which  had  caked.  When  this 
was  removed  and  he  was  able  to  open  his  eyes  (a  few 
days  after  admission  to  the  hospital)  he  found  he  could 
not  see,  but  was  quite  blind.  The  conjunctiva  on  each 
side  was  covered  with  granulations,  and  protruded  through 
the  eyelids. 

The  man  says  he  suffered  some  pain  in  the  eyes,  and 
that  his  face  was  greatly  swollen,  especially  about  the 
eyes,  but  as  to  how  much  protrusion  there  was  (if  any)  of 
the  eyeballs  it  is  impossible  to  say.  He  could,  he  tells 
me,  move  his  eyes  when  they  were  covered  and  closed  by 
the  swollen  lids.  When  he  could  open  them  he  found  he 
was  perfectly  blind. 

His  condition  on  coming  to  the  infirmary  was  as 
follows  : — both  eyes  were  altogether  blind,  neither  pos- 
sessing the  faintest  light  perception ;  both  pupils  were 
widely  dilated  ;  the  ocular  movements  were  not  limited, 
but  quite  free.  The  ophthalmoscope  showed  that  the 
optic  papilla  in  the  left  eye  was  smudgy-looking  and 
passing  into  atrophy ;  the  arteries  were  perceptibly  less- 
ened in  calibre  ;  the  veins  were  less  altered.  The  right 
optic  disc  was  partly  covered  by  a  small  ha3morrhagc,  but 
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was  apparently  undergoing  the  same  conditions  as  the  left; 
there  were  also  some  fine  haemorrhages  in  the  vitreous. 

The  patient  has  remained  under  observation  up  to  the 
time  of  writing,  and  the  intra-ocular  appearances  have 
undergone  some  changes.  In  the  left  eye,  not  long  after 
his  first  coming  under  notice  at  the  date  given,  rather 
extensive  haemorrhages  occurred  into  the  vitreous,  and 
have  remained  with  very  little  alteration  up  to  the  present. 
They  effectually  prevent  a  view  of  the  details  of  the 
fundus.  In  the  right  the  optic  disc  is  still  obscured  by  a 
haemorrhage  ;  what  can  be  seen  of  the  papilla  is  smudgy 
and  ill-defined  looking.  A  vessel  (vein)  which  can  be 
traced  a  little  distance  from  the  papilla  is  filled  with  black 
blood.  Very  few  vessels  can  be  traced  at  all,  but  those 
arteries  (?)  which  are  to  be  noticed  look  like  lines  ;  one 
is  visible  almost  to  the  periphery,  and  studded  all  about  it 
there  are  numerous  dark  looking  haemorrhages.  The 
vitreous  also  has  some  floating  films  (hasmorrhage)  which 
interfere  with  a  proper  examination  of  the  fundus.^ 

It  should  be  added  that  the  patient  has  aways  enjoyed 
good  health,  and  has  an  excellent  personal  history.  Urine 
was  free  from  albumen  and  sugar. 

The  best  synopsis  of  the  recorded  cases  of  blindness 
resulting  from  facial  erysipelas  with  which  I  am  acquainted 
is  that  by  Knapp,  in  the  '  Archives  of  Ophthalmology ' 
for  1884.  He  there  collects  thirty-five  cases.  Of  these 
there  was  a  total  mortality  of  29  per  cent.,  and  of  those 
surviving,  blindness  in  both  eyes  occurred  in  16  per  cent.; 
whilst  blindness  in  one  eye  resulted  in  60  per  cent. ; 
incomplete  recovery  of  sight  occurred  in  12  per  cent.,  and 
complete  recovery  also  in  12  per  cent.  Other  cases  since 
this  time  have  no  doubt  been  put  on  record,  but  my 
reference  to  those  publications  immediately  accessible 
does  not  allow  of  my  adding  to  the  list  already  alluded  to. 

It  would  appear  from  conversation  that  many  have  met 

*  Shortly  after  this  case  was  reported  hemorrhage  occurred  iu  the  left 
cjc  with  T.  +  1.  It  gradually  recovered,  aud  the  condition  (July)  is  again 
as  above. 
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witlij  at  all  eventSj  mouocular  cases,  but  it  is  a  little 
surprising  to  observe  the  scant  or  indeed  no  notice  that  is 
given  to  this,  without  doubt,  grave  complication  of  facial 
erysipelas  in  general  or  special  text-books. 

Further  than  this,  during  the  existence  of  this  Society 
for  the  last  thirteen  years,  only  one  case  has  been  recorded 
in  the  '  Transactions,'  and  that  was  a  monocular  case 
related  by  Mr.  Nettleship  in  vol.  vii. 

It  is  not  my  intention  to  enter  into  the  question  as  to 
the  manner  of  accounting  for  the  ocular  affection  in  these 
cases  except  in  the  briefest  way.  Knapp  asserts  that  in 
every  case  in  which  the  blindness  occurred  during  the 
course  of  the  disease  orbital  cellulitis  was  present.  It 
may  have  been  slight,  but  still  he  contends  that  it  must 
have  been  present,  and  he  proceeds  to  show  that  the 
evidence  of  its  alleged  absence  in  some  cases  is  defective. 
In  both  my  cases  it  may  be  allowed  that  cellulitis  was 
present,  but  certainly  in  the  second  case  its  existence  was 
more  shown  by  the  protrusion  of  the  conjunctiva  than  by 
evidence  of  pain  on  movement,  or  any  projection  of  the 
globe  itself.  Knapp  regards  compression  of  the  orbital 
blood-vessels  with  suspension  of  the  retinal  circulation  as 
occasioning  the  ocular  mischief.  It  should,  however,  it 
appears  to  me,  be  borne  in  mind  that  pressure,  apparently 
greater,  is  observed  in  cellulitis  from  other  causes,  or  in  the 
case  of  orbital  neoplasms,  does  not  often,  if  at  all,  induce 
the  rapid  blindness  and  the  retinal  appearances  observed 
in  the  cases  under  consideration.  It  is  perhaps  not  im- 
probable that  the  peculiarity  of  the  erysipelatous  poison 
plays  a  part,  probably  by  no  means  an  inconsiderable  one, 
in  bringing  about  conditions  favorable  for  the  formation 
of  thrombi  in  the  retinal  circulation.  Carl*  has  pointed 
out  that  the  orbital  infiltration  is  often  trifling,  but  the 
cocci  which  are  found  in  erysipelas  in  the  lymphatics  and 
lymph  spaces  along  the  advancing  edges  of  the  disease 
would  add  to  the  obstruction  by  getting  into  the  peri- 
vascular lymph  spaces. 

*  '  Opbth.  Kcvicw,'  1885,  p.  105. 
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Knapp  has  recorded  in  the  article  referred  to  a  par- 
ticularly interesting  case.  It  was  observed  ophthalmo- 
scopically  at  a  very  early  date,  and,  moreover,  it  is,  he 
says,  the  only  case  in  which  heemorrhages  have  been 
observed.  In  my  case  in  which  the  blindness  affected 
both  eyes  the  haemorrhages  were  extensive,  and  it  is  in 
some  points  different  from  other  recorded  cases.  The 
vessels  in  Knapp's  case  were  in  the  end  converted  into 
white  lines.  Excellent  ophthalmoscopic  drawings  accom- 
pany the  article. 

{May  18th,  1893.) 
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XII.  INTRA-OCULAR  GROWTHS. 

].   Neiv  growtli  in  ciliary  region  of  left  eye. 
By  J.  B.   Lawfoed. 

W.  S  —,  a3t.  42,  labourer,  came  under  observation 
November  22ud,  1892,  with  following  history  : 

Shooting  pains  in  left  eye  three  months,  then  noticed 
a  small  red  speck  in  this  eye.  This  speck  has  gradually 
increased  in  size. 

More  or  less  frontal  headache  three  months,  almost 
constant,  worse  at  night.  No  sickness.  For  four  to  five 
years  liable  to  attacks  of  giddiness  ;  these  have  been  worse 
during  the  last  week  or  two. 

No  history  of  injury.  No  history  of  syphilis  obtained, 
nor  is  there  evidence  in  the  bones  or  elsewhere  of  syphilitic 
disease.  No  physical  signs  of  organic  disease,  except 
some  emphysema  of  lungs. 

R.  Y.  =  2-4+4  D.  f,  partly.      P.  n.,  T.  n. 

J-/.    V  .    —    24    ^    -  ^   -^-    18* 

L.  cornea  clear.  Pupil  distorted  ;  encroached  upon  at 
the  outer  side  by  displacement  of  iris  inwards. 

An  irregular,  pink  vascular  nodule  of  ncAV  growth 
occupies  the  angle  of  the  anterior  chamber  down  and  out. 
It  appears  to  protrude  through  the  iris,  which  has  been 
pushed  to  one  side  and  shows  several  folds  on  its  anterior 
surface.      The  nodule  is  roughly  conical  in  shape. 

With  a  dilated  pupil,  a  dark  growth  can  be  seen  behind 
the  outer  limb  of  the  iris,  with  a  rough  projecting  posterior 
surface. 

Pupil  active.      No  adhesions. 

No  bulging  of  the  coats  of  the  eyeball  externally. 
T.  +  \. 
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The  O.D.  in  each  eye  is  somewhat  hazy  and  ill-defined, 
not  swollen.  The  appearances  are  possibly  explained  by 
the  error  of  refraction.      Fundus  otherwise  normal. 

{Card  specimen.     December  8th,  1892.) 

Macroscojpic  and  microscopic  appearance. 

By  John  Griffith. 

The  eye  (L.)  was  excised  by  Mr.  Work  Dodd  in  the 
middle  of  February,  1893,  and  submitted  to  me  for 
examination.  The  growth  occupies  the  ciliary  region  in 
the  outer  part  of  the  globe,  it  is  almost  lenticular  in 
shape  and  is  covered  posteriorly  by  the  stretched  mem- 
brana  pigmenti.      The  diameter  (Fig.  10)  is  about  4  mm., 

Fig.  10. 


its  thickness  3  mm.  The  lens  is  displaced  slightly  inwards, 
and  the  base  of  the  iris  has  been  separated  from  its  attach- 
ment by  the  growth  sprouting  into  the  anterior  chamber. 

Microscopically,  the  tumour  is  composed  of  a  dense 
aggregation  of  spindle-cells  situated  in  the  substance  of 
the  ciliary  muscle;  it  is  not  encapsuled  yet  (Fig.  11),  its 
compact  nature  readily  differentiates  it  from  the  surround- 
ing spindle  fibres  of  the  ciliary  muscle.  A  few  blood- 
vessels devoid  of  natural  walls  permeate  the  tumour. 
The  rest  of  the  eyeball  is  normal. 

The  comparative  slowness  of  growth,  the  fusiform 
nature  of  the  cells  and  its  position,  suggest  the  possibility 
of  the  tumour  being  a  myoma.      The  complete  absence  of 
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a  fibrous  capsule  and  tlie  sprouting  of  the  growth  into  the 


Tumour. 


Fig.  11. 
Ciliary  muscle. 


Ciliary 
processes. 


Iris. 


Anterior 
chiimber. 


Ciliary  muscle. 


X  50. 


anterior  chamber  are  evidences  in  favour  of  the  growtli 
being  sarcomatous, 

{Card  specimen.      June  8tJi,  1893.) 

Report  of  Committee  on  the  above  case. — We  have 
examined  Mr.  Griffith's  specimens,  consisting  of  one  half 
the  eyeball  mounted  in  glycerine  jelly,  and  microscopic 
sections  of  the  ciliary  region.  The  latter  do  not  include 
that  portion  of  the  new  growth  situated  in  the  anterior 
chamber.  We  have  also  compared  the  sections  with 
those  of  Mr.  Vose  Solomon's  case  of  myoma  of  ciliary 
muscle  {'  0.  S.  Trans.,'  vol.  ii,  263)  kindly  lent  to  us  by 
Messrs.  Ncttleship  and  Priestley  Smith.  We  agree  in 
the  main  with  the  description  of  the  macroscopic  and 
microscopic  characters  already  given  by  Mr.  Griffith. 
The  sections  (cut  parallel  to  the  long  axis  of  the  ciliary 
muscle)  show  a  rounded  now  growth  situated  among  and 
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completely  surrounded  by  the  fibres  of  the  ciliary  muscle, 
from  which  it  is  sharply  differentiated,  though  possessing 
no  capsule.  It  consists  of  bundles  of  closely-packed 
spindle-shaped  nucleated  cells,  the  direction  of  which  is 
very  varied.  The  cells  and  their  nuclei  are  considerably 
smaller  than  those  of  the  ciliary  muscle,  with  v/hich  they 
are  readily  compared  owing  to  their  close  appositiou. 
The  growth  is  devoid  of  pigment ;  it  contains  a  few  large 
thin-walled  blood  channels. 

We  are  of  opinion  that  the  case  is  one  of  spindle-celled 
leuco-sarcoma  of  the  ciliary  body  ;  and  we  have  arrived 
at  this  conclusion  from  the  following  among  other  con- 
siderations. The  cells  composing  the  tumour  are  smaller 
than  those  of  the  muscle  surrounding  it ;  they  show  no 
tendency  to  follow  the  direction  of  the  muscle  fibres,  as 
in  Mr.  Solomon's  case,  and  the  growth  is  very  sharply 
defined,  though  unencapsuled.  In  the  specimens  of 
myoma  of  the  ciliary  muscle  referred  to,  it  is  almost  ira- 
possibe  to  determine  the  limits  of  the  new  growth. 

Mr.  Grifl&tli's  case  presents  some  features  which  are, 
we  think,  unusual  in  sarcoma  of  the  ciliary  region  ;  e.  g. 
the  situation  of  the  new  growth  in  the  body  of  the  ciliary 
muscle,  and  the  absence  of  any  extension  of  the  tumour 
posteriorly. 

(Signed)  J.  B.  Lawford. 

E.  Treacher  Collins. 

John  Griffith. 
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3.  Melanotic  sarcoma  of  ciliary  region. 

By  Henry  Juler. 

(With  Plate  I,  fig.   5.) 

J.  R — ,  set.  59,  stoDG-raason,  attended  St.  Mar3''s 
Hospital  ophthalmic  department  on  the  26th  of  August, 
1892,  complaining  that  the  sight  in  the  right  eye  had 
been  failing  for  the  last  two  months.  No  history  of  in- 
jury can  be  elicited. 

^'  ^'  ^ThJ*      ^^^  count  fingers.      T.  n. 

On  inspection,  a  small  circular  and  slightly  raised  pig- 
mented patch  is  seen  just  below  the  cornea,  to  which  a 
very  prominent  vessel  courses  from  the  inner  part  of  the 
conjunctiva.  The  iris  is  detached  below  from  the  ciliary 
body,  and  in  the  gap  can  be  seen  a  yellowish-white  body. 
The  pupil  is  oval  and  displaced  slightly  upwards,  long 
axis  being  transverse.  Upon  dilating  the  pupil  with 
homatropine  the  lens  is  found  to  present  opaque  radial 
stri^,  which  prevents  the  details  of  the  fundus  being 
clearly  seen.  Upon  directing  the  patient  to  look  down, 
a  globular  yellowish-white  mass  can  be  seen  occupying 
the  lower  ciliary  region.  No  history  of  any  constitu- 
tional disease.  His  father  died  of  phthisis  ;  his  mother's 
first  cousin  died  of  cancer  of  the  tongue. 

Uemarhs. — The  illustration  (Plate  I,  fig.  5)  shows  the 
presence  of  the  melanotic  nodule  above  mentioned  with 
increased  vascularity  of  the  conjunctiva  around  it.  The 
growth  is  steadily  increasing  in  size  and  encroaching  on 
the  structures  outside  the  globe.  The  surface  of  the 
growth  is  evidently  pigmented,  and  although  the  intra- 
ocular portion  appears  almost  devoid  of  pigment,  yet  I 
am  of  opinion  that  the  growth  is  of  a  sarcomatous  nature, 
originating  in  the  ciliary  region. 

{Card  specimen.      20f1i  Octoher,  1892.) 
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Pathological  report  of  the  ciliary  tumour,  of  which  the 
living  case  was  exhibited  at  tlie  October  meeting. — The 
eyeball  was  excised  in  October  last.  Having  been  hard- 
ened in  Miiller's  fluid,  it  was  frozen  and  bisected,  the 
temporal  half  being  made  into  a  jelly  preparation  (Fig.  12), 
the  nasal  half  cut  for  microscopic  examination. 

Fig.  12. 


The  growth,  which  occupied  the  most  pendent  part  of 
the  ciliary  region,  is  pyriform  in  shape  on  section,  the 
narrow  end  paler  in  colour,  tailing  off  into  the  choroid. 
The  anterior  rounded  extremity  is  more  pigmented,  and 
by  its  pigmentation  seems  as  if  its  original  shape  had 
been  spherical,  becoming  pear-shaped  by  extension  into 
the  choroid.  The  retina  is  adherent  to  the  gi'owth,  as 
also  the  capsule  of  the  lens,  and  the  iritic  angle  consider- 
ably widened  by  the  separation  of  the  iris  from  its  natural 
attachment.  The  small  extra-ocular  portion  of  the  growth 
extends  into  the  limbus  conjunctivae,  but  does  not  encroach 
upon  the  cornea.  The  tumour  is  10  mm.  wide  and  13  mm. 
antero-posteriorly.  The  histological  structure  shows  that 
the  growth  is  a  mixed-cell  sarcoma,  round  cells  predomi- 
nating. Scattered  through  the  growth  are  some  epithelial- 
looking  cells,  presumably  the  cells  of  the  pars  ciliaris 
retinae  involved  in  the  growth.  The  vascularity  and 
pigmentation  are  neither  very  marked,  though  the  vessels 
present  the  peculiar  features  of  a  sarcoma.  The  lens  cap- 
sule is  thrown  into   folds,    where   it    is    attached  to   the 

VOL.    XIII.  7 
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tumour,  and  the  adjacent  portion  of   the  lens  substance 
is  pei'vaded  with  cells. 

{Card  specimen.      8th  June,  1893.) 


4.  Intra-ocular  fjrowth   of  unusual  nature. 
By  S.  Johnson  Taylor. 

Mrs.  S.  K — ,  ret.  53. 

Sequel  of  case  shown  as  a  living  specimen  at  the 
December  meeting,  1891,  and  placed  in  the  Appendix 
vol.  xii  as  "  A  growth  of  a  doubtful  nature."  Marked 
impairment  of  vision  for  eleven  years. 

Growth  quite  obscui-ing  0.  D.  and  Y.  S.  region,  and 
apparently  in  front  of  the  retina,  as  at  four  points,  the 
retinal  vessels  were  seen  coming  from  beneath  its  over- 
hanging margin. 

{Card  specimen.      May  4-tli,  1893.) 

Report  on  specimen  received  from  Mr.  Johnson  Taylor. — 
The  eyeball  after  being  hardened  in  Muller's  fluid  for  a 
month  was  frozen  and  opened  by  an  antero-posterior 
vertical  section.  The  anterior  chamber  is  shallow,  but  its 
angle  is  widely  open.  The  lens  is  in  situ  and  apparently 
healthy.  Spriuging  from  the  choroid  at  the  posterior 
part  of  the  globe  is  a  grey-coloured  new  grow^tli,  some- 
what cavernous  in  structure  (Fig.  13).  It  has  a  base  which 
extends  at  the  line  of  section  from  a  point  7  mm.  above  the 
optic  disc  to  its  margin  ;  there  is  a  constriction  in  the  growth 
where  it  has  burst  through  the  elastic  lamina,  after  which 
it  enlarges  into  the  form  of  an  irregularly  shaped  knob. 
This  knob  extends  forwards  to  about  the  centre  of  the 
vitreous  chamber.  The  retina  adheres  throughout  to  its 
inner  surface,  and  elsewhere  is  in  contact  with  the  choroid. 
The  vitreous  is  of  good  consistency ;  above  it  is  detached 
for  a  short  distance  from  the  retina.  Microscopically  the 
growth  is  found  to  be  a  small  spindle-celled  sarcoma 
starting  from  the  outer  layers  of  the  choroid  and  invading 
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the   retina   overlying   it.      Some   parts   of  it   are   densely 
pigmented,  others  only  slightly  so  ;  numerous  large  blood- 


FiG.  13. 


channels  course  through  it  ;  it  extends  down  to  the 
margin  of  the  optic  nerve  hut  does  not  invade  it.  The 
blood-vessels  of  the  nerve  are  many  of  them  considerably 
increased  in  size.  (^-^'''.'Z  '^I'/i,  1893.) 


5.   Intra-ocular  growth  ? 
By  GusTAVUS   Hartridge. 

William  B — ,  aet.  30,  always  had  good  eyesight  till 
fifteen  months  ago  ;  in  1884  he  passed  the  eye  tests  for  the 
army.      Health  uniformly  good  ;  no  history  of  syphilis. 

In  March,   1891,  he  i*eceived  a  severe  blow  in  the  left 
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eye,  wliicli  destroyed  the  sight  of  that  eye  immediately. 
He  was  taken  into  the  Manchester  Hospital,  where  he 
remained  under  treatment  three  weeks ;  removal  was 
advised  but  refused. 

The  sight  in  the  right  eye  remained  good  till  three 
months  ago,  when  it  began  to  fail.  The  patient  declares 
that  he  has  had  no  accident,  and  that  there  has  never 
been  any  pain,  redness,  or  inflammation  in  this  eye,  and 
that  the  only  thing  he  has  noticed  has  been  occasional 
flashes  of  light,  with  a  steady  and  gradual  diminution  of 
vision. 

Fresent  condition. — Right  eye  :    P.  L.  only  ;  T.  n. 

There  is  a  dense  corneal  opacity  down  and  in,  about 
1  mm.  in  size,  near  the  corneal-scleral  junction.  No 
iris  or  lens  visible.  Immediately  behind  the  corneal 
opacity,  and  apparently  in  contact  with  it  behind,  is  a 
small  dark-looking  body,  which  might  possibly  be  the  iris 
or  some  part  of  it,  pressed  into  a  small  heap  ;  just  above 
the  corneal  opacity,  and  in  contact  with  the  inner  surface, 
may  be  seen  a  few  dark  hair-like  bodies  (ciliary  pro- 
cesses). Extending  from  the  corneal  leucoma  is  a  large 
vascular  body  passing  backward  through  the  vitreous 
towards  the  posterior  part  of  the  globe,  and  probably 
covered  with  retina.  It  has  very  much  the  appearance  of 
a  sea  anemone.  A  second  body  passes  upwards  from  the 
leucoma,  but  is  of  a  less  solid  character,  and  may  possibly 
bo  nothing  more  than  a  detached  portion  of  the  retina. 

It  is  impossible  to  imagine  that  the  eye  has  not  met 
with  some  serious  accident,  which  caused  an  opening  in 
the  cornea  at  the  seat  of  the  leucoma,  and  through  which 
the  lens  and  a  portion  or  the  whole  of  the  iris  may  have 
escaped,  while  at  the  same  time  the  retina  became 
detached.  The  body  seen  in  the  vitreous  might  then  be 
organised  inflammatory  material  covered  by  the  detached 
retina. 

{Card  specimen,      Dcccmher  Stli ,  1892.) 
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XIII.  DISEASES  OF  THE  ORBIT. 

1.   Notei^i  on  a  case  of  tmiwur  of  the  optic  nerve. 

By     W.    C.     ROCKLIFFE. 

The  case  to  which  I  refer  will  probably  be  familiar  to 
most  Members  as  one  of  "  monocular  proptosis  "  I  showed 
to  this  Society  in  March  last  year. 

The  patient,  a  male  aet.  20,  had  been  under  my  care  at 
the  Hull  Royal  Infirmary  with  slowly  increasing  proptosis 
of,  the  left  eye  for  one  year.  Perfect  retention  of  move- 
ment in  every  direction,  and  no  displacement  of  the  centre 
of  rotation.  Absence  of  pain,  except  occasional  "shooting 
pains''  over  the  left  eyebrow. 

The  vision  had  remained  much  the  same  during  the 
twelve  mouths,  viz.  c  -(-  1  D.  :=  -^^ ;  read  Jaeger  I. 
T.  n.  Pupil  nat.  Field  slightly  contracted  at  the  peri- 
phery. Retinal  veins  full  and  non-pulsatile.  Optic  disc 
seen  best  with  +  3  D. 

When  first  seen,  October,  1891. — There  was  no  diplopia, 
chemosis,  bulging  of  conjunctiva,  tenderness  of  orbital 
ridge,  enlarged  glands,  bruit,  pulsation,  fluctuation,  or 
growth  to  be  detected. 

His  general  condition  was  carefully  examined  by  my 
colleague.  Dr.  Elliott,  but  nothing  abnormal  could  be  found 
to  throw  any  light  upon  the  case. 

There  was  no  history  of  traumatism. 

The  doubtful  and  interesting  nature  of  the  exophthal- 
mos was  the  primary  cause  of  my  exhibiting  the  case  to 
this  Society ;  the  diagnosis  (owing  to  the  slowness  of 
growth  and  retention  of  vision,  notwithstanding  the 
absence  of  any  conjunctival  bulging)  being  at  first  one  of 
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suspected  hydatid,  but  later,  when  shown  to  this  Society, 
a  retro-ocular  growth  was  suspected. 

At  the  meeting  various  opinions  were  expressed  as  to 
the  presence  of  optic  neuritis,  which,  from  Mr.  Collins' 
pathological  report,  does  not  seem  to  have  been  the  case, 
and  although  it  was  pretty  generally  diagnosed  as  a  retro- 
ocular  tumour,  I  believe  I  am  correct  in  stating  Mr. 
Lawford  was  the  only  member  that  ventured  to  diagnose 
a  tumour  of  the  optic  nerve,  as  it  has  proved  to  be. 

In  December,  1892,  the  patient  presented  himself 
considerably  reduced  in  weight,  having  lost  two  and  a  half 
stones  during  the  twelve  mouths.  He  had  an  anxious 
expression — pale  and  angemic,  with  oedema  of  his  legs 
after  exertion.  A  further  medical  examination  still  re- 
vealed no  other  symptoms,  and  notwithstanding  that  the 
vision  and  field  remained  vi  atatu  quo,  I  determined  to 
try  and  remove  the  growth,  and,  if  necessary,  enucleate. 

On  December  9th,  chloroform  being  administered,  the 
external  can  thus  was  freely  divided,  and  the  margin  of 
the  lid  stitched  to  the  brow  (a  ready  and  effectual  method 
of  obtaining  room  to  work  when  assistance  is  limited). 
The  superior  cul-de-sac  of  the  conjunctiva  was  next  divided. 

On  digital  exploration  of  the  orbit  a  smooth  ovoid 
tumour  could  be  felt,  probably  encircling  the  optic  nerve 
and  surrounded  by,  but  not  implicating,  the  ocular  muscles, 
and  extending  from  the  posterior  axis  of  the  eye  far  back 
into  the  orbit. 

It  was  decided  to  remove  the  tumour  and  eye  en  masse. 
Immediately  on  completion  of  the  division  of  the  muscles 
the  eyeball  with  the  greyish  blue  tumour  bulged  forward, 
and  the  nerve  being  divided  both  were  removed  together. 

On  examining  the  cut  end  of  the  nerve  the  tumour  was 
found  to  have  been  slightly  incised,  and  a  further  portion 
of  the  nerve  Avas  therefore  excised. 

The  socket  was  well  washed  out  with  a  solution  of 
perchloride  of  mercury,  the  canthus  sutured,  and  the  eye 
dressed  with  iodoform  pad. 

The  patient  did  well,  with  the   exception  of  some  cica- 
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tricial  bands  iu  the  socket,  necessitating  division   prior  to 
his  being  able  to  wear  an  artificial  eye. 

His  weight  immediately  began  to  increase,  and  he  is 
now  as  well  and  able  to  continne  his  work  as  ever  he  was. 

The  eyeball  and  tumour  and  portion  of  nerve  were 
at  once  placed  in  Mliller's  fluid  and  forwarded  to  Mr. 
Treacher  Collins,  who  very  kindly  undertook  to  mount 
the  specimen,  make  sections,  and  favour  me  with  a  patho- 
logical report. 

Fig.  14. 


Report  by  Mr.  Treacher  Collins. — The  specimen  consists 
of  a  healthy  looking  eyeball  with  a  tumour  attached  to  it 
posteriorly. 

This  tumour  is  situated  in  the  region  of  the  oj)tic  nerve, 
and  is  covered  by  a  distinct  thin  capsule  which  is  continu- 
ous with  the  sclerotic,  and  is  apparently  the  dural  sheath 
of  the  optic  nerve  expanded.  The  tumour  is  oval  in 
shape  and  about  equal  in  size  to  the  eyeball  itself  ;  its 
longest  diameter  measures  27  mm.  and  its  narrowest 
21    mm.      It  is  of  a  greyish-fawn  colour. 

At  the  lower,  inner,  and  posterior  part  there  is  a  break 
in  the  continuity  of  its  capsule  ;  this  is  probably  where 
the  optic  nerve  was  continued  on,  and  where  it  has  been 
cut  through  on  its  removal. 

A  piece  of  the  optic  nerve  which  was  removed  after 
the  eyeball  and  growth  measures  6  mm.  in  length  ;  the 
ocular  end  of  it  is  enlarged,  but  the  commissural  end 
appears  healthy. 

After  the  specimen  had  been  hardened  in  Miiller's  fluid 
it  was  frozen,  and  an  antero-posterior  vertical  section  was 
made  through  the  eyeball  and  growth. 
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The  various  parts  of  the  eye  are  in  their  normal  posi- 
tions and  appear  healthy.  The  vitreous  is  of  good  con- 
sistency, the  optic  nerve  is  not  swollen,  the  first  2  mm. 
of  the  optic  nerve  behind  the  globe  is  of  normal  size, 
from  the  upper  part  of  the  nerve  the  growth  then  com- 
mences, expanding  the  dural  and  pial  sheaths  and  press- 
ing the  lower  part  of  the  nerve  downwards.  This  lower 
part  of  the  nerve  is  distinctly  seen  as  a  white  band  run- 
ning along  the  lower  border  of  the  growth  as  far  as  the 
gap  in  the  capsule  at  the  inner  and  posterior  part.  The 
growth  on  section  has  a  somewhat  loose  but  uniform 
texture,  it  presents  throughout  the  same  greyish  fawn- 
colour  that  it  did  externally. 

Microscopical  appearances. — In  the  optic  nerve  immedi- 
ately behind  the  lamina  cribrosa,  especially  at  the  upper 
part,  there  is  an  excess  of  round  cells.  On  tracing  it 
backwards  the  normal  structure  of  that  part  of  the  nerve 
above  the  central  vessels  is  soon  lost.  The  nerve  fibres 
become  replaced  by  new  growth. 

The  new  growth  has  numerous  spaces  in  it  of  various  sizes 
(Fig.  15).  It  may  be  described  as  consisting  in  its  most  cha- 
racteristic parts  of  nucleated  cells  which  have  numerous 
delicate  branching  processes  interlacing  with  one  another, 
and  give  rise  to  a  network  the  spaces  of  which  are  of 
very  different  shapes  and  sizes.  Besides  these  delicate 
branching  cells  and  mixed  with  them  are  bundles  of  closely 
packed  nucleated  fibres.  Thin-walled  blood-vessels  are 
met  with  here  and  there  coursing-  through  the  growth, 
but  they  are  by  no  means  numerous. 

Below  the  level  of  the  central  vessels  of  the  nerve  its 
fibres  can  be  traced  along  the  lower  border  of  the  growth, 
they  at  first  have  an  increase  of  round  cells  and  fibrous 
tissue  between  them,  further  back  they  become  more  com- 
pressed and  atrophied. 

Both  pial  and  dural  sheaths  encircle  the  growth,  the 
former  is  much  thickened  ;  between  them  is  a  mass  of 
round  cells  and  developing  fibrous  tissue,  through  which 
newly-formed  blood-vessels  course. 


TUMODK    OF    THE    OPTIC    NERVE.  105 

The  microscopical  characters  of  the  growth  resemble 
very  closely  those  seen  in  gliomatous  tumours  of  the 
brain,  and  it  probably  originated  in  the  neuroglia  of  the 
nerve. 

Fio.  15. 
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Tumours  of  the  optic  nerve  are  I'are,  and  have  been 
divided  by  Leber  into  essential  and  non-essential,  the 
first  springing  originally  from  the  nerve  itself  (to  which 
class  my  case  belongs),  the  second  from  the  sheath,  or 
merely  secondarily  involving  the  nerve. 

Under  the  first  class  Berry*  states,  probably  not  more 
than  seventy  cases  have  been  recorded,  and  these  chiefly 
in  young  subjects  ;  and  adds,  myxomatous  tumours  seem 
to  be  the  most  common,  next  in  fi'equency  fibromata  and 
sarcomata,  and  a  true  neuroma  has  only  once  been  de- 
scribed by  Perls. 

In  looking  up  the  literature  on  this  subject  I  regret 
I  have  been  able  to  find  very  few  recorded  cases. 

Heyman,  in  18-42,  published  a  pamphlet  on  tumours  of 
the  optic  nerve. 

L.  Rudolf  Loch,  of  Danzig,  in  1874,  recorded  a  case  of 
true  neuroma. 

*  Berry,  '  Eye  Diseases,'  page  374. 
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Later,  in  1882,  Hue  published  a  thesis  on  tumours  of 
the  optic  nerve  with  several  cases. 

Graefe,  in  his  '  Archives/  vol.  xii,  p.  2,  described 
the  case  of  a  girl  aged  six,  with  a  tumour  of  the 
optic  nerve,  pronounced  by  Virchow  to  be  a  glioma 
of  the  0.  N.,  and  at  the  autopsy  (which  followed  the 
removal)  two  other  gliomata  of  a  similar  nature  were 
found  in  the  brain.  This  resembles  in  many  respects 
my  case. 

Dr.  Brailey,  in  the  '  R.  L.  0.  H.  Reports,'  vol.  ix,  p.  231, 
published  a  case  of  fibrous  tumour  of  the  optic  nerve  in 
a  woman  aged  sixty-two,  attributed  by  the  patient  to  a 
traumatism.  There  was  loss  of  vision  in  twelve  months  and 
limited  movements  of  the  eyeball.  The  tumour  on  removal 
was  vascular  when  cnt  into. 

On  examination  it  was  surrounded  by  a  tough  capsule, 
continuous  near  the  eye  with  the  outer  unaffected  optic 
nerve  sheath. 

Longitudinal  sections  showed  great  augmentation  of 
the  fibrous  tissue  normally  surrounding  and  isolating  the 
nerve  bundles,  which  were  in  themselves  totally  atrophied. 
The  blood-vessels  were  numerous  within  the  inner  sheath 
of  the  nerve  and  the  tumour  mass. 

Mr.  Hulke  also  reports,  in  vol.  x,  p.  293,  'R.  L.  O.  H. 
Reports,'  a  case  of  sarcoma  in  a  girl  of  19,  the  prop- 
tosis  having  been  noticed  for  thirteen  years,  with  free 
movement  of  the  eyeball.  She  had  P.  L.  only  and  nor- 
mal fundus  oculi. 

Dr.  Brailey,  who  examined  the  tumour,  described  it  as 
a  sarcoma  taking  its  origin  in  the  loose  tissue  of  the  inter- 
vaginal  space,  most  probably  from  the  nucleated  cells 
found  upon  its  fibres. 

Mr.  Lawson,  on  p.  296  of  the  same  report,  records  a 
case  of  sarcoma  springing  from  the  sheath  and  entirely 
surrounding  the  optic  nerve  in  a  man  aged  sixty-five,  the 
eyeball  being  projected  forwards  and  outwards,  and  im- 
movable. No  P.  L.  The  tumour  recurred  in  the  orbit 
a  month  after  the  primary  removal,  and  the  patient  died. 
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At  the  P.-M.  secondary  growths  were  found  in  the  neck 
and  abdomen. 

Mr.  Lawson  also  records  a  second  case  in  his  '  Manual 
of  Diseases  of  the  Eye/  p.  238.  And  a  third  in  the  '  R.  L. 
0.  H.  R./  vol.  xii,  p.  1  ;  the  patient,  a  boy  aged  twelve, 
with  increasing  proptosis  downwards  and  forwards  for  two 
months.  Steady  loss  of  vision  ;  white  atrophy  of  0.  N. 
and  enlarged  retinal  veins.  No  pain,  except  frontal  head- 
aches. Movements  of  the  eyeball  good.  The  tumour 
was  to  be  felt  at  the  upper  and  inner  portion  of  the  orbit. 

The  tumour  was  examined  by  Mr.  Lawford,  who  stated 
it  to  be  a  sarcoma  of  loose  connective-tissue  type,  which 
in  parts  is  undergoing  myxomatous  degeneration,  and  in 
those  parts  which  are  apparently  free  from  this  change 
the  stroma  is  finely  fibrous  and  forms  in  places  a  delicate 
reticulum.  This  Mr.  Lawford  was  inclined  to  think  was 
the  original  type  of  the  tumour,  and  not  the  result  of  de- 
generation. 

In  the  '  Ophthalmic  Review,'  vol.  ii,  p.  10,  Drake  Brock- 
man  reports  two  cases  of  retro-ocular  tumours,  one  of 
which  in  a  child  aged  five,  the  growth  is  stated  to  have 
originated  in  the  structure  of  the  0.  N.  The  proptosis, 
which  was  noticed  from  birth,  was  outwards  and  down- 
wards. 

Dr.  Frotherington  (Chicago)  and  Mr.  Ay  res  (Cincin- 
nati) also  report  cases. 

To  sum  up  from  the  above,  I  think  the  symptoms  of 
tumour  of  the  optic  nerve  may  be  considered  as  slowly 
but  progressively  increasing  proptosis  and  loss  of  vision, 
with  absence  of  pain  and  coiistitutional  derangements,  the 
external  appearances  of  the  eye  and  fundus  oculi  being 
normal,  with  the  exception  of  proptosis  and  dilated  re- 
tinal veins,  and  possibly  some  atrophy  of  the  0.  N.  and 
sj'mptoms  of  posterior  pressure  on  the  globe. 

If  the  tumour  springs  from  the  sheath,  the  displace- 
ment will  probably  be  forward,  non-central,  and  move- 
ments limited ;  if  from  the  nerve,  central  proptosis  and 
free  movements. 
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I  notice  in  the  recorded  cases  very  little  is  stated  as  to 
the  condition  of  the  field. 

This  seems  to  me  to  be  an  important  symptom  in  retro- 
ocular  tumours,  as  likely  to  throw  considerable  light,  to- 
gether with  the  displacement,  on  the  more  exact  position 
of  the  tumour. 

In  my  case,  the  tumour  being  central  caused  central 
proptosis,  with  free  movement,  and  uniformly  contracted 
field  at  the  periphery. 

In  conclusion,  I  must  thank  Mr.  Treacher  Collins  for 
his  valuable  aid  in  preparing  the  specimen  and  able  patho- 
logical report. 

{May  4^th,  1893.) 


2.   Hyperostosis,  or  leontiasis  ossea. 

By    J.    GrROSVENOR    MaCKINLAY. 

F.  M — ,  a  lad  lot.  10.  Nothing"  noticed  until  some  six  to 
twelve  months  ago,  when  his  mother  says  that  the  left 
eye  began  to  be  subject  to  inflammatory  attacks,  but 
the  surrounding  orbital  swelling  does  not  seem  to  have 
attracted  her  attention. 

Patient  has  had  severe  headaches  since  he  was  two  to 
three  years  old,  coming  on  every  month  or  six  weeks  and 
lasting  two  or  three  days  ;  they  are  not  localised  and  not 
accompanied  by  vomiting  or  disturbance  of  vision. 

The  lad's  health  is  good  j  he  is  and  always  has  been 
bright  and  intelligent. 

He  is  the  last  of  ten  children,  was  born  three  or  four 
weeks  before  term,  and  there  is  no  specific  history. 

One  brother  died,  tict.  16,  of  consumption. 

On  both  sides  the  family  is  long  lived. 

There  is  a  unilateral  enlargement,  fairly  uniform,  in- 
volving  the    left   frontal,   malar,   and  superior    maxillary 
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bones.  luthe  forehead  tlie  swelling  extends  to  the  middle 
where  its  margin  is  modified  ;  above  it  merges  into  the 
front  part  of  the  cranium  vault  neai'ly  to  the  coronal 
suture,  outwards  to  the  temporal  region  and  downwards 
to  the  level  of  the  mouth,  depressing  its  left  angle  three 
quarters  of   an  inch. 

The  orbit  and  palate  are  both  involved,  the  eyeball 
being  pushed  forwards  and  downwards  three  quarters  of 
an  inch,  and  the  left  side  of  the  palate  depressed. 

The  swelling  is  hard  and  firm,  there  is  no  pulsation  ; 
the  overlying  tissues  are  not  involved  in  the  growth,  but 
only  pressed  forwards.  The  skin  is  quite  normal.  There 
is  slight  drooping  of  the  upper  lid,  no  optic  neuritis  ; 
ocular  movements  perfect,  two  corneal  ulcers  and  much 
injection  of  the  globe  occurred  a  few  weeks  ago  ;  these 
are  now  nearly  well  with  simple  treatment.  Hearing 
good  on  both  sides. 

{Card  specimen.      July  7th,  1893.) 
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XIV.  AFFECTIONS  OF  THE  MUSCULAR  AND 
NERVOUS  SYSTEMS. 

Two  cases  of  recurrent   third  nerve  palsy  associated   iciih 

migraine. 

By  Simeon  Snell. 

E.  B — ,  a  joiner,  jet.  27,  from  Mexbro,  came  to  me  on 
December  Htli,  1890,  on  account  of  recurring  drooping 
of  the  left  eyelid  associated  with  sick  headache.  He  had 
suffered  from  these  headaches  since  the  ag-e  of  ten.  At 
first  he  had  a  headache  about  every  eight  weeks,  and  at 
this  time  there  was  nothing  wrong  with  the  eye.  It  was 
about  seven  years  ago  he  first  noticed  that  when  he 
got  a  headache  the  eye  closed.  Since  then  it  has  always 
come  on  with  the  headache.  Recently,  the  last  year,  and 
especially  the  last  few  months,  the  attacks  have  become 
very  frequent,  occurring  as  often  as  every  three  Aveeks  or  a 
fortnight  ;  the  interval  varies  a  little. 

He  was  at  the  time  of  his  coming  to  me  suffering  from 
an  attack.  It  commenced  on  the  9th,  two  days  before, 
about  2  a.m.,  with  pain  over  forehead,  leftside  chiefly,  and 
over  eye,  with  vomiting,  and  then  almost  immediately 
darting  pains  came  into  the  eye  and  the  lid  drooped.  He 
vomited  three  or  four  times. 

The  condition  of  the  loft  eye  was  as  follows  : — there 
was  almost  complete  ptosis,  the  lids  could  just  be  sepa- 
rated, there  was  divergent  squint  and  general  third  nerve 
palsy  of  ocular  muscles.  The  pupil  was  dilated  and  in- 
active, accommodation  was  paralysed  ;  he  read  J.  18  and 
with  +   5  D.  J.  1.      V.  =  f. 

The  pain  in  head  had  quite   gone  off  when  he  came  to 
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me  ;  it  lasted  five  or  six  hours,  and  lie  said  "  if  this 
attack  goes  through  the  same  stages  as  the  former  ones, 
two  or  three  days  should  find  the  eyelids  recovered/' 
An  attack  usually  lasts  three  to  four  days.  He  does  not 
think  that  of  late  the  eyelid  ever  recovers  completely. 

His  family  history  was  good  and  calls  for  no  remark  ; 
there  is  no  neurotic  history. 

He  mentions  having  received  a  blow  on  the  eye  with  a 
halter  some  years  before  his  headaches  commenced. 

My  notes  give  the  following  further  particulars  : 

December  20th. — He  has  now  recovered  and  the  con- 
dition is  this  : — Ptosis  not  entirely  gone  ;  divergence  and 
only  partial  movements  in  third  nerve  muscles  ;  pupil  is 
still  dilated  and  responds  indifferently  to  light,  accommo- 
dation still  partially  affected  but  not  so  much  as  on  the 
previous  note.      He  has  no  diplopia. 

1891,  January  TZth. — Attack  commenced  on  the  9th; 
eyelid  is  now  closed,  pain  worse  this  time  and  has  con- 
tinued longer  than  usual  ;  tliere  has  been  a  longer  interval 
between  attacks  this  time. 

The  right  eye  has  always  been  unaffected. 

From  inquiries  made  at  the  time  of  writing  this  I  learn 
that  the  attacks  continue  with  as  great  frequency,  or  even 
with  shorter  intervals,  and  "  that  the  eye  is  very  nearly 
closed  now,  and  he  wears  a  shade  all  along."  It  would 
seem,  therefore,  that  the  ocular  palsy  is  becoming  still 
more  permanent. 

Alice  S — ,  fet.  22,  applied  at  the  Sheffield  General 
Infirmary  on  June  18th,  1889,  complaining  of  drooping  of 
the  right  eyelid,  with  severe  pain  in  right  temple  and 
vomiting. 

Eight  days  previously  she  commenced  to  have  pain  in 
the  right  temple,  which  was  very  severe  and  continuous. 
She  vomited  two  or  three  times  on  this  day,  and  has  done 
so  up  to  within  a  day  or  two.  Five  days  ago  on  awaking 
in  the  morning  she  found  she  could  not  raise  the  right 
upper  eyelid,  and  that  the  eyeball  was  stiff,  and  did  not 
seem  to  move  properly.     The  pain  and  vomiting  continued 
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during  this  time.  The  condition  found  was — complete 
ptosis  of  right  eyelid ;  movements  of  globe  restricted, 
upwards,  inwards,  downwards,  being  almost  completely 
paralysed.  No  interference  with  sensation  of  eyeball. 
Right  pupil  dilated  ;  it  responded  imperfectly  to  light  ; 
accommodation  Yery  little  interfered  with  ;  read  J.  1  better 
at  1  foot  with  2  D.'     V.  L.  f,  R.  with  +   1  D.  =  f . 

She  had  a  good  personal  and  family  history. 

The  condition  gradually  improved.  On  July  1st  it  is 
noted  ptosis  almost  gone  ;  movements  of  eye  better.  No 
pain  or  sickness  for  a  week.  Later  complete  recovery 
took  place. 

I  frequently  see  this  girl,  and  know  that  there  has 
been  no  return  of  the  eye  trouble  since  the  attack  just 
described.  She  has  for  years,  since  about  the  age  of 
nine,  been  subject  to  bilious  attacks,  and  they  are  always 
accompanied  with  pain  in  the  right  temple. 

This  patient  was  under  my  care  for  a  similar  condition 
some  years  previously.  I  mention  the  salient  points 
observed  at  that  time.  She  came  to  me  on  November 
27th,  1885.  About  sixteen  weeks  before  she  had  been 
obliged  to  leave  her  work  (employed  in  a  warehouse) 
owing  to  pain  deep  seated  in  temple  (right  side),  together 
with  vomiting.  It  was  an  unusually  bad  attack.  She 
was  much  better  after  a  few  days'  rest.  Fourteen  days 
before  her  visit  to  me  the  pain  recurred,  and  this  was 
followed  by  ptosis,  and  she  also  saw  things  double.  The 
condition  found  was  thus  noted  : — partial  ptosis,  and  third 
nerve  nearly  completely  paralysed;  movements  lost  entirely 
up  and  down  ;  pupil  but  little  dilated,  and  acts  to  light 
and  accommodation.  In  the  middle  of  the  succeeding 
January  she  was  discharged  quite  well  and  eye  movements 
restored.  These  two  are  the  only  attacks  she  has  suffered 
from. 

When  I  brought  a  similar  case  in  a  young  girl  before 
the  Society  some  years  ago''^  the  only  others  on  record 
were  two  described  by  Dr.  Saundby.     Since  then,  however, 

*  '  Trans.,'  vol.  v.  p.  193, 
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a  few  others  have  been  published.  In  the  'Transactions' 
of  the  vSociety  for  last  year  is  one  by  the  late  Dr.  Ander- 
son. Charcot*  has  suggested  the  name  of  Ophthalmoplegic 
Migraine  for  the  associated  conditions. 

The  two  cases  I  have  just  related  are  examples  of  what 
may  be  called  two  varieties.  In  the  one  the  attacks  are 
violent  and  short  and  the  intervals  are  brief,  and  in  the 
other  the  attacks  are  few  and  at  considerable  intervals. 
In  my  previous  case  the  period  between  the  attacks  was 
six  months,  which  would  place  it  between  the  two  related 
this  evening.  The  shorter  the  intervals  the  more  quickly 
does  the  attack  pass  off.  This  is  in  accord  with  Charcot's 
observation.  Another  point  is  that  not  only  are  these 
cases  monocular,  but  there  is  no  tendency  for  the  other 
eye  to  be  involved.  There  is  no  alternating  between  the 
two  eyes.  It  remains  throughout  as  a  case  in  which  the 
right  or  left  eye  may  be  implicated,  and  that  one  only. 
In  the  second  case  related  now  the  ocular  condition  has 
become  completely  recovered  from  ;  in  that  of  the  young- 
man  the  condition  tends  towards  being  more  permanent. f 

I  may  mention  that  though  the  little  girl  whose  case 
was  brought  by  me  before  the  Society  some  years  since 
has  for  long  passed  from  under  my  observation,  from 
inquiries  made  a  short  time  ago  it  was  ascertained  that 
the  condition  remains  about  the  same.  Perhaps  the 
attacks  recur  less  frequently.  The  eye  remains  in  the 
same  state  during  the  intervals  as  when  she  was  under  my 
observation  nine  years  ago,  and  is  as  badly  affected 
during  an   attack. 

{July  7th,  1893.) 

*  '  Rec.  d'Opht./  1890,  p.  623. 

t  Di'.  Nason,   'Lancet,' 1891,   vol.  i,  p.  485,  relates  a  case   in   which    the 
condition  in  a  boy  became  permanent. 
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XV.  CONGENITAL  ABNORMALITIES. 

1.   Microphthalmos. 

By  E,  Treacher  Collins. 

(With  Plate  IV.) 

Conditions  of  the  eye  which  differ  considerably  have 
been  included  under  the  term  microphthalmos ;  roughly 
they  may  be  divided  into  two  classes.  First^  those  in 
which  the  eyeball  is  simply  abnormally  small,  i.  e.  very 
highly  hypermetropic  eyes,  in  which,  beyond  the  defect  in 
size  there  has  been  no  arrest  in  development.  Secondly, 
eyes  which  besides  being  small,  have  some  other  con- 
genital abnormality,  resulting  from  imperfect  closure  of 
the  foetal  ocular  fissure.  This  last  class,  of  which  I  have 
specimens  to  bring  before  you  this  evening,  may  again 
be  divided  into,  those  where  the  defect  is  slight  and 
where  the  eyeball  retains  nearly  its  normal  shape,  and 
those  in  which  the  accompanying  abnormality  is  very  gross, 
the  eye  being  usually  exceedingly  small,  while  connected 
with  it  are  one  or  more  cysts.  These  cysts  are  often 
large,  concealing  the  globe  which  is  situated  at  the  back 
of  the  orbit,  so  that  its  presence  cannot  be  ascertained  by 
clinical  examination  alone  ;  hence  these  cases  have  been 
frequently  spoken  of  as  cases  of  anophthalmos,  a  term 
which  is  not  of  course,  strictly  speaking,  applicable  to 
them. 

The  following  is  a  detailed  account  of  my  cases  and 
the  pathological  examination  of  the  eyes. 

Case  1. — The  two  abnormally  small  eyes  of  an  infant 
were  kindly  given  to  me  for  examination  by  Mr.  Lang. 
The  child  had  died  when  four  days  old  from  congenital 
heart  disease;  the  aorta  and  pulmonary  arteries  formed  one 
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DESCRIPTION  OF  PLATE  IV, 

Illustrating  Mr.  Treacher  Collins' s  paper  on  Microphthalmos 
(p.  114). 

Microscopical  appearances  of  posterior  half  of  the  right  eye  of  Case  1. 
It  shows  the  break  in  the  continuity  of  the  sclerotic,  through  which  a  mass 
of  nerve-tissue  (1)  is  protruding. 

(2)  Points  to  the  position  at  which  the  choroid  ceases,  and  where  there  is 
an  adhesion  between  the  retina  and  the  uveal  pigment  layers. 

(3)  Shows  where  the  uveal  pigment  layer  is  apparently  replaced  by  tissue 
simulating  retina. 
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common  trunk,  and  there  was  a  deficiency  in  the  ventri- 
cular septum. 

Pathological  examination  of  the  right  eyeball. — It  mea- 
sures 19  mm.  antero-posteriorly  and  laterally,  and  18mm. 
vertically.  The  cornea  measures  9*5  mm.  laterally  and 
8'5  mm.  vertically.  There  is  a  small  prominence  in  the 
sclerotic  posteriorly,  immediately  below  the  optic  nerve. 
The  iris  is  well  developed,  several  delicate  fibres  stretch 
across  the  pupil  from  its  small  circle  on  one  side  to  a 
corresponding  position  on  the  other ;  these  are  evidently 
remnants  of  the  pupillary  membrane.  The  ciliary  body 
presents  its  usual  appearance.  The  lens  is  in  its  normal 
position.  The  vitreous  appears  healthy.  The  retina  has 
numerous  little  rucks  in  it.  At  the  seat  of  the  pro- 
minence below  the  optic  nerve,  there  is  a  gap  in  the 
sclerotic,  through  which  a  fold   of  retinal  tissue  projects. 

Microscojncal  appearances  of  the  "posterior  half  of  the 
right  eyeball. — No  central  blood-vessels  can  be  seen  in 
the  optic  nerve.  The  nerve-fibres  after  having  passed 
through  the  lamina  cribrosa  all  slope  somewhat  downwards ; 
the  upper  ones  afterwards  curve  backwards  to  the  upper 
part  of  the  retina.  Below  the  optic  nerve  there  is  at  first 
no  retina,  no  uveal  pigment  layer,  and  no  choroid,  only  a 
mass  of  nerve-fibres  with  fibrous  tissue  external  to  them. 
This  fibrous  tissue,  representing  the  sclerotic,  has  a  short 
distance  from  the  lower  margin  of  the  optic  nerve  a  break 
in  its  continuity.  Into  the  gap  thus  formed  the  nerve- 
fibres  pass,  expanding  somewhat  after  they  have  got 
through  it,  and  becoming  mixed  with  bodies  like  those 
found  in  the  nuclear  layers  of  the  retina  ;  external  to  this 
nerve  tissue  is  a  thin  layer  of  fibrous  tissue.  On  the  side 
of  the  gap  in  the  sclerotic  furthest  from  the  nerve,  the 
retina  commences  with  its  usual  layers,  being  continuous 
with  the  nerve-fibres  emerging  from  the  gap;  round  the 
edge  of  which  also  the  uveal  pigment  layer  turns.  Trac- 
ing the  tunics  of  the  eye  forwards  from  the  break  in  the 
sclerotic,  the  retina  is  at  first  seen  to  possess  its  usual 
layers,   the   uveal   pigment  is   present,   also   the    choroid, 


116  CONGENITAL    ABNORMALITIES. 

which,  however,  is  more  cellular  than  normal,  and  devoid 
of  pigment.  A  short  distance  further  on  the  choroid 
ceases  and  the  uveal  pigment  layer  becomes  an  unpig- 
mented  layer  of  cells;  an  adhesion  is  found  passing  between 
it  and  the  retina.  Further  forwards,  for  a  short  distance, 
it  cannot  be  traced  as  a  layer  of  cells  at  all,  but  is  appa- 
rently replaced  by  tissue  simulating  retina — that  is,  tissue 
which  has  two  granular  layers  and  blood-vessels  in  it,  but 
no  rods  and  cones.  The  normal  retina  is  seen  internal  to 
this  tissue.  Passing  still  further  forwards,  the  outer 
retinal  tissue  ends  as  it  commenced  in  a  single  row  of 
unpigmented  cells,  which  later  on  become  pigmented. 
Where  they  again  become  pigmented  the  choroid  again 
commences  (Plate  IV). 

Pathological  examination  of  the  left  eyeball. — It  mea- 
sures 17  mm.  antero-posteriorly,  18  mm.  laterally,  and 
16*5  mm.  vertically.  The  cornea  measures  8*25  mm.  later- 
ally and  7"5  mm.  vertically.  There  is  a  prominence  in  the 
sclerotic  posteriorly  below  the  optic  nerve,  more  pro- 
nounced than  in  the  right  eye.  There  is  a  small  coloboma 
of  the  iris  downwards.  The  lens  is  situated  nearly  in 
the  centre  of  the  globe,  a  considerable  space  being  left 
between  it  and  the  posterior  surface  of  the  iris  ;  it  is 
almost  round  in  shape,  measuring  5  mm.  antero-posteriorly 
and  5"5  mm.  laterally.  The  ciliary  processes,  thin  and 
much  elongated,  pass  almost  directly  backwards  towards 
the  sides  of  the  lens.  In  the  centre  of  the  vitreous  is  a 
band  of  fibrous  tissue,  which  passes  forwards  from  the 
back  of  the  globe  below  the  optic  nerve  to  the  posterior 
pole  of  the  lens  ;  this  band  is  broad  posteriorly,  and 
gradually  tapers  off  as  it  passes  forwards.  Around  this 
central  band  the  vitreous  appears  normal.  The  retina 
has  some  small  rucks  in  it.  Below  the  optic  nerve,  in  the 
situation  of  the  prominence  seen  externally,  a  fold  of 
retina  seems  to  be  included  in  a  gap  in  the  sclerotic. 

Microscopical  appearances  of  the  left  eyeball. — The 
structure  of  the  cornea  appears  normal.  In  the  position 
of  the  coloboma  of  the  iris,  the  uveal  pigment  ends  about 
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on  a  level  with    the  point  of  termination  of  Descemet's 
membrane  in  the   fibres  of  the  ligamentum  pectinatum. 


Fig.  16. 


Semi-diagrammatic  section  of  left  eye  of  Case  1.  s.  Suspensory  liga- 
ment of  lens  stretched  and  attached  to  elongated  ciliary  processes. 
r.  Retina  much  folded,  f.  Fibrous  tissue  in  centre  of  vitreous  holding 
lens  back,  f  points  to  pigment  epithelial  layer  at  the  position  where  it 
ceased  to  be  pigmented  and  where  the  choroid  ended. 

The  fibres  of  the  ligamentum  pectinatum  below  are  nu- 
merous and  widely  separated  ;  many  of  them  pass  into 
what  may  be  considered  the  anterior  surface  of  the  rudi- 
mentary iris.  The  fibres  of  the  suspensory  ligament, 
passing  from  the  much  elongated  ciliary  processes,  slope 
backwards  and  a  little  inwards  to  the  sides  of  the 
displaced  lens.  The  cells  lining  the  capsule  of  the  lens 
cease  above  in  the  usual  position,  and  the  nucleated  zone 
presents  there  its  normal  appearances.  Below,  the  nu- 
cleated fibres,  instead  of  running  concentric  with  the 
capsule,  pass  directly  inwards  at  right  angles  to  it.  In 
the  lower  and  posterior  pai't  of  the  lens  substance,  there 
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is  a  group  of  nucleated  cells  resembling  squamous  epithe- 
lial cells.  The  ciliary  body,  choroid^  uveal  pigment, 
and  retina  in  the  upper  part  of  the  eye  appear  healthy. 
In  the  lower  part  the  ciliary  muscle  is  much  elongated, 
and  the  choroid  can  only  be  traced  backwards  as  far  as 
the  equator  of  the  globe,  its  posterior  part  being  absent. 
The  uveal  pigment  layer  just  previous  to  the  termination 
of  the  choroid  is  thrown  into  several  folds ;  from  this 
position  it  is  continued  backwai'ds,  first  as  a  layer  of  un- 
pigmented  cells  and  afterwards  as  tissue  which  looks  like 
degenerate  retina.  The  band  of  tissue  passing  through 
the  centre  of  the  vitreous  is  composed  of  bundles  of 
nucleated  fibres,  with  small  blood-vessels  coursing  amongst 
them  ;  it  is  adherent  posteriorly  to  the  sclerotic,  and 
anteriorly,  where  it  is  very  thin  and  reduced  to  but  a  few 
fibres,  it  joins  the  posterior  capsule  of  the  lens ;  the 
vitreous  is  continuous  with  it  at  the  sides.  There  arc  no 
central  blood-vessels  in  the  optic  nerve  ;  all  its  fibres  after 
passing  through  the  lamina  cribrosa  bend  directly  down- 
wards, the  upper  ones  curve  round  again  to  the  retina 
above,  which  begins  in  a  fold.  The  lower  ones  seem  to 
end  abruptly  at  the  band  of  fibrous  tissue  which  passes 
forwards  through  the  vitreous.  Below  this  band  of 
fibrous  tissue  some  very  degenerate-looking  retina,  con- 
sisting mostly  of  nuclear  bodies,  is  seen  embedded  in  a  gap 
in  the  sclerotic.  The  retina  in  the  lower  part  of  the  eye  has 
its  inner  granular  layer  separated  into  two,  some  fibres 
separated  by  spaces  running  transversely  between  them. 

Case  2. — Frank  A — ,  fet.  18,  was  admitted  to  the 
Moorfields  Hospital  under  Mr.  Silcock  on  April  19th, 
1891.  He  stated  that  his  right  eye  had  been  in  its  present 
condition  since  he  was  born.  He  does  not  think  the 
swelling  has  increased  in  size  so  long  as  he  can  remember, 
nor  has  he  at  any  time  had  any  pain  in  it.  Soon  after 
he  was  born  he  was  taken  to  Mr.  Critchett,  who  said  that 
there  was  an  eye  present  in  the  orbit.  No  family  history  of 
any   congenital   abnormality  could   be    obtained,  and  the 
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patient  himself  was  free  from  any  except  that  of  the  eye. 
On  raising  the  right  upper  lid,  which  drooped,  a  prominence 
about  the  size  of  a  normal  eyeball  was  seen,  which  con- 
sisted of  a  lobulated  cyst  with  thin,  partly  translucent 
walls.  No  eyeball  was  visible.  He  had  lateral  nystag- 
mus of  his  left  eye  ;  the  fundus  of  it  appeared  healthy, 
but  vision  was  equal  to  y2  ^^^Y-  T.  n.  The  patient  wished 
to  wear  a  glass  eye  on  the  right  side  ;  to  enable  him  to 
do  this,  the  cyst  and  a  rudimentary  eye,  to  which  it  was 
found  to  be  attached,  were  removed  :  during  the  opera- 
tion the  contents  of  the  cyst  escaped.  The  orbit  seemed 
well  formed  ;  there  was  no  depression  of  its  roof. 

Pathological  examination. — Dissection  of  the  mass  re- 
moved from  the  orbit  shows  it  to  consist  of  a  small  eye- 
ball, measuring  9  mm.  antero-posteriorly,  with  a  com- 
plete cyst  attached  to  its  lower  part,  and  a  portion  of  a 
second  cyst,  the  neck  of  which  is  situated  a  little  to  either 
the  outer  or  inner  side  of  the  other,  it  is  impossible  to  say 

which. 

Pig.  17. 

n 


Diagram  showino;  the  relation  of  cysts  to  the  eyeball  in  Case  2. 

The   complete  cyst  is  multilocular  ;  in  places  its   walls 
are  thin  and  transparent,  in  others  there  are  thick  fibrous 
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bands.  A  small  rudimentary  opaque  cornea  can  be  dis- 
tinguisbed  by  tbe  fringe  of  conjunctiva  left  attacbed  to 
its  margin  ;  it  measures  2*5  mm.  laterally.  At  tbe  poste- 
rior part  of  tbe  globe  is  a  grey  circular  band,  tbe  sbeatb 
of  tbe  optic  nerve. 

After  tbe  specimen  bad  been  bardened  in  Miiller's 
fluid  it  was  divided  into  two  by  a  section  passing  antero- 
posteriorly  tbrougb  tbe  globe. 

A  rudimentary  iris  and  ciliary  body  can  be  made  out. 
The  choroid  lines  the  sclerotic  in  the  normal  way  ;  folded 
retinal  tissue  fills  tbe  interior  of  the  globe.  Tbe  interior 
of  tbe  cyst  is  much  wrinkled,  a  grey  membrane  lining  it. 
An  equatorial  section  through  tbe  lateral  half  from  which 
tbe  second  cyst  projects  shows  that  the  cavities  of  both 
of  them  communicate  with  the  interior  of  tbe  globe 
tbrougb  tbe  sclerotic,  and  that  some  greyish  tissue, 
probably  retinal,  fills  up  their  necks. 

Microscopical  apiiearances . — The  anterior  epithelium  of 
the  cornea  extends  down  in  tbe  form  of  processes  into  its 
substance  ;  Bowman's  membrane  is  indistinguishable  ;  tbe 
anterior  layers  of  fibrous  tissue  of  tbe  cornea  are  less 
regular,  more  wavy,  and  have  a  larger  number  of  cells 
between  them  than  usual  ;  blood-vessels  also  course 
amongst  them.  The  posterior  layers  of  fibrous  tissue  and 
Descemet's  membrane  present  more  their  ordinary  appear- 
ances. The  iris  shows  considerable  irregularity  of  the 
uveal  pigment  on  its  posterior  surface  ;  it  is  smaller  on 
one  side  than  tbe  other,  its  tissue  is  more  condensed 
than  normal ;  on  tbe  side  on  which  it  is  largest  a  rudi- 
mentary sphincter  muscle  can  be  distinguished.  The 
ciliary  muscle  is  imperfectly  developed  ;  at  the  lower  part 
of  tbe  eye  the  ciliary  processes  are  not  present  in  their 
usual  position,  but  there  are  several  small  folds  in  what 
corresponds  to  the  non-plicated  part  of  the  ciliary  body. 
In  sections  which  pass  through  the  outer  part  of  tbe 
globe,  beyond  the  pupil,  a  very  shrunken  lens  is  seen;  its 
fibres  arc  degenerate,  and  in  places  have  calcareous  deposit 
in  them  ;  its  capsule  is  very  wrinkled.      The  choroid  is 
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well  formed;  on  the  inner  surface  of  its  elastic  lamina, 
surrounded  by  uveal  pigment,  are  some  masses,  hyaline  in 
structure,  which  present  all  the  appearances  and  reactions 
of  the  so-called  colloid  nodules.  The  retina  is  much 
folded ;  its  commencement  at  the  ora  serrata  is  clearly  de- 
fined :  nowhere  can  any  rods  or  cones  be  seen,  its  external 
limit  being  the  membrana  limitans  externa.  The  two 
granular,  two  molecular,  and  ganglion-cell  layers  are  in 
parts  well  formed.  The  nerve-fibre  layer  has  tracks  in  it 
here  and  there  which  stain  a  purplish  colour  ;  possibly 
this  is  due  to  persistence  of  some  of  the  medullary 
sheaths.  There  are  several  scattered  patches  of  uveal  pig- 
ment in  the  substance  of  the  retina. 

On  tracing  the  sclerotic  round  in  the  region  in  which 
the  cysts  commence,  a  break  is  met  with  in  its  continuity  ; 
it  is  here  found  to  be  continuous  with  the  irregular  fibrous 
tissue  forming  their  outer  walls.  The  choroid  cannot  be 
traced  beyond  the  margin  of  the  gap  in  the  sclerotic. 
The  uveal  pigment  layer,  however,  turns  round  the  edge 
of  the  gap  into  the  neck  of  one  cyst,  and  is  continued  on 
for  a  short  distance  in  the  wall  of  the  cyst  itself  as  a  con- 
voluted layer  of  unpigmented  cells.  Eetinal  tissue  fills  up 
the  necks  of  the  cysts ;  it  is  mixed  up  with  what  appear 
in  the  sections  to  be  isolated  bundles  of  fibrous  tissue. 
The  optic  nerve  is  very  small ;  its  central  artery  is  present. 
The  walls  of  the  cysts  consist  externally  of  fibrous 
tissue,  very  similar  to  that  forming  the  dural  sheath  of 
the  optic  nerve.  In  it  are  numerous  small  blood-vessels, 
and  a  few  oval  patches  of  closely  packed  small  round-cells. 
Inside  the  fibrous  tissue  coat  is  a  layer  composed  of 
delicate  branching  cells  with  large  nuclei ;  this  is  thicker 
in  some  parts  than  in  others  :  it  is  probably  altered  retina. 
This  tissue  is  met  with  throughout  the  inner  surface  of 
the  cyst,  which  has  been  removed  entire,  even  at  its  lowest 
parts.  Amongst  the  branching  cells  are  numerous 
variously  sized  hyaline  bodies ;  they  resemble  the  colloid 
nodules  frequently  found  on  the  inner  surface  of  the 
elastic  lamina,  and   like   them    are   unaffected  by  acids ; 
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they  have,  however,  taken  the  logwood  stain   rather  more 
deeply  than  these  structures  usually  do. 

Deutschmann  (1)  in  1881,  from  his  investigation  of  a 
case  of  bilateral  coloboma  of  the  iris  and  choroid  in  a 
rabbit,  advanced  the  theory,  which  has  been  widely 
accepted  and  quoted,  that  so-called  arrests  of  development 
were  only  changed  developments  of  the  eye  the  result  of 
intra-uterine  inflammation. 

It  seemed  strange  that  inflammation  should  thus  limit 
itself  to  the  foetal  fissure.  Holtzke  (2)  who  examined 
microscopically  a  microphthalmic  eye  with  coloboma  from  a 
rabbit,  while  accepting  Deutschmann's  explanation  of  the 
changes  he  found,  remarks,  "  Why  this  inflammation  was 
just  at  the  fissure  which  is  so  important  for  the  develop- 
ment of  the  eye  cannot  be  decided,  unless  it  was  favoured 
by  the  great  vascularity  of  this  neighbourhood." 

More  recently  Hess  in  three  papers  (3,  4,  and  5)  has 
given  the  details  of  the  microscopical  examination  of  a 
series  of  microphthalmic  eyes  with  colobomata;  in  these  he 
found  no  sign  whatever  of  past  or  present  inflammation, 
from  which  he  concludes  that  it  has  very  much  less  to  do 
with  the  production  of  congenital  malformations  than  has 
generally  been  assumed. 

Coming  now  to  the  cases  recorded  in  this  paper,  I  may 
say  that  in  neither  of  the  eyes  of  the  first  case  is  there 
anything  which  would  lead  me  to  suppose  that  the  changes 
shown  were  inflammatory  in  origin.  In  the  second  the 
nodules  of  round  cells  found  in  the  cyst-wall  may  be 
inflammatory;  if  so  they  are  of  recent  production,  and  as 
the  eye  was  not  removed  until  the  patient  was  eighteen 
years  old  they  cannot  be  considered  as  having  had  any- 
thing to  do  with  the  causation  of  the  congenital  defect. 

The  left  eye  of  my  first  case  resembles  closely  Case  1 
in  the  first  (3)  and  Case  1  in  the  third  (5)  of  Hess's  papers, 
in  that  in  all  of  them,  passing  through  the  centre  of  the 
vitreous  from  the  posterior  pole  of  the  eye  to  the  back  of 
the  lens  was  a  band  of  fibrous  tissue  containing  an  artery 
or  arteries.      Hess,  I  think  rightly,  considers  this  fibrous 
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tissue  to  be  the  result  of  atypical  embryonic  development 
of  the  intruded  mesodermic  layer  which  goes  to  form  the 
vitreous. 

In  my  case  it  seems  impossible  to  regard  it  as  organised 
inflammatory  exudation  because  of  its  position,  the  regu- 
larity of  its  structure,  and  the  way  in  which  it  merges 
into  the  normal  vitreous  at  the  sides. 

In  the  '  Ophthalmic  Hospital  Reports  '  (6)  I  have  de- 
scribed four  eyes  in  which,  immediately  behind  the  lens  in 
the  anterior  part  of  the  vitreous,  a  mass  of  elongated  cells 
were  found  similar  in  appearance  to  those  seen  in  the 
centre  of  the  vitreous  in  the  left  eye  of  Case  1  ;  in  three 
of  these  eyes  the  central  hyaloid  artery  of  the  vitreous 
remained  persistent  and  patent.  I  have  described  these 
masses  of  elongated  cells  as  thickenings  of  the  foetal  poste- 
rior fibro-vascular  sheath  of  the  lens.  I  now  think  that 
it  is  very  probable  that  they  also  were  mesoblastic  tissue 
which  should  have  formed  vitreous,  but  which  had  de- 
veloped in  an  abnormal  way,  because  it  remained  vascular. 
There  is  a  point  in  Hess's  cases  upon  which  he  lays  some 
stress,  which  is  absent  in  mine.  He  found  that  the 
fibrous  tissue  reaching  the  back  of  the  lens  passed  round 
its  lower  border  and  became  united  to  the  ciliary  body  ; 
to  this  band  of  tissue  he  is  inclined  to  attribute  the  iris 
coloboma  present  in  both  his  cases.  My  case  also  had  a 
coloboma  of  the  iris,  but  the  fibrous  tissue  ended  at  the 
posterior  pole  of  the  lens  ;  there  was  no  prolongation 
round  its  margin. 

One  of  the  most  striking  features  in  the  left  eye  of 
Case  1  was  the  abnormal  position  of  the  lens  ;  it  was 
situated  nearly  in  the  centre  of  the  globe.  Becker  (7),  in 
his  well-known  work  on  the  lens,  says,  "  In  many  cases 
of  microphthalmos  the  lens  or  its  rudiment  remains  in 
contact  with  the  retina  or  optic  nerve  entrance  ;  in  others 
it  is  somewhat  more  advanced,  and  is  embraced  by  the 
hyaloid  artery  behind  and  the  pupillary  membrane  in 
front,  but  still  lies  abnormally  deep  in  the  eye.  Per- 
sistence of  the  hyaloid  artery  and  of  at  least  a  portion  of 
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the  vascular  capsule  of  the  lens  is  the  rule  in  these  con- 
genital abnormalities,^' 

In  several  of  the  microphthalmic  eyes  examined  by  Hess 
the  lens  was  situated  abnormally  far  back. 

It  would  appear  that  the  formation  of  fibrous  tissue  in 
the  centre  of  the  vitreous  holds  the  lens  back,  keeping  it 
moored  to  the  posterior  pole  of  the  eye  while  the  anterior 
parts  grow  forward.  Hence  the  marked  stretching  and 
elongation  of  the  fibres  of  the  suspensory  ligament  and  of 
the  ciliary  processes. 

In  both  eyes  of  Case  1  there  was  a  prominence  at  the 
lower  and  posterior  part,  which  was  formed  by  the 
inclusion  of  a  fold  of  retinal  tissue  passing  through  a 
distinct  gap  in  the  sclerotic.  Projecting  from  a  similar 
part  of  the  globe  in  Case  2  were  two  cysts. 

A  large  number  of  microphthalmic  eyes  have  now  been 
examined  microscopically,  in  which  there  were  protu- 
berances in  the  region  of  the  foetal  ocular  cleft.  From 
the  descriptions  which  have  been  given,  it  would  seem 
that  they  are  not  all  formed  in  the  same  way.  Arlt  (8) 
considers  them  to  be  due  to  stretching  of  the  lower  wall 
of  the  globe,  weakened  by  the  absence  of  choroid  and 
partial  defect  of  retina  and  sclerotic,  the  result  of  intra- 
ocular pressure.  Hess  accepts  this  explanation  for  the 
series  of  cases  in  his  second  paper.  Kundrat  (10) 
describes  the  cystic  formations  connected  with  the  lower 
wall  of  the  eye  as  due  to  a  projection  of  retinal  tissue 
through  the  foetal  fissure  into  the  mesoblastic  tissue 
beneath  the  globe,  this  following  on  some  defect  in  the 
development  of  the  middle  cerebral  vesicle.  Rindfleisch 
(0),  who  examined  a  microphthalmic  eye  with  cyst 
attached  from  a  six  to  seven  month  foetus,  which  had 
hydrocephalus  and  the  orbital  roof  pressed  down  so  that 
it  was  convex  below,  thought  that  the  alteration  in  the 
orbital  roof  compressed  the  globe,  so  bringing  about  a 
widening  or  reopening  of  the  choroidal  cleft  and  an 
intrusion  of  the  retinal  tissue  into  the  surrounding 
mesoderm. 
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Arlt's  view  is,  I  tliink,  inapplicable  to  the  cases 
recorded  in  this  paper;  certainly  in  Case  1,  for  in  both 
the  eyes  from  it  there  was  a  distinct  gap  in  the  sclerotic 
wholly  filled  by  a  fold  of  retina  which  broadened  out  on 
its  outer  surface. 

In  neither  Case  1  or  2  was  there  any  hydrocephalus  :  in 
Case  1  the  roof  of  the  orbit  was  not  specially  examined^ 
but  in  Case  2  it  possessed  its  normal  curve. 

Kundrat's  theory  best  explains,  I  think,  the  changes  in 
these  eyes.  Unfortunately  there  is  no  note  of  any  examina- 
tion of  the  brain  in  Case  1. 

The  retina  in  both  eyes  of  Case  1  was  found  to  be 
rucked,  and  in  Case  2  it  was  thrown  into  numerous  folds. 
Such  foldings  and  detachments  of  the  retina  are  commonly 
met  with  in  microphthalmic  eyes.  Von  Ammon  (12) 
pointed  out  that  in  the  human  foetal  eye  the  retina  is, 
between  the  fourth  and  eighth  or  ninth  month,  normally 
in  a  folded  condition.  This  point,  which  I  have  had 
abundant  opportunities  of  confirming,  is  not  usually 
mentioned  in  text-books  on  embryology. 

In  eyes  which  do  not  attain  their  normal  size  these 
folds  fail  to  get  flattened  out.  It  is  easy  to  conceive,  that 
should  there  be  delay  in  the  closure  of  the  foetal  cleft  of 
an  eye  one  of  these  folds  of  the  retina  might  protrude 
through  it,  and  become  nipped  by  the  mesoblast  tissue 
around  the  outer  layer  of  the  secondary  optic  vesicle 
(which  afterwards  becomes  differentiated  into  choroid  and 
sclerotic)  as  it  closes  round. 

Such  a  condition  of  things  is  analogous  to  the  seques- 
tration of  a  portion  of  the  cuticular  epiblast  in  one  of  the 
branchial  or  other  foetal  clefts  which  leads  to  the  formation 
of  dermoid  cysts.  Kundrat  suggests  that  a  portion  of 
retinal  tissue  that  has  become  shut  in  by  mesoblastic 
tissue  may  go  on  to  cystic  formation  ;  if  this  be  so,  Case  2 
is  probably  only  an  extreme  condition  of  the  same  pro- 
cesses as  have  occurred  in  Case  1,  and  in  which  cystic 
formation  has  occurred. 

Considerable  interest  attaches  to  the  composition  of  the 
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walls  of  cysts  wliicli  are  found  connected  with  microph- 
tlialmic  eyes.  All  of  them  seem  to  have  two  coats — an 
outer  one  of  fibrous  tissue  continuous  with  the  sclerotic, 
and  an  inner  of  more  or  less  highly  developed  retina.  In 
a  case  reported  by  Mr.  Lang  (11),  of  which  I  made  a 
pathological  examination  of  the  specimen,  the  inner  coat 
consisted  only  of  bodies  like  those  met  with  in  the 
granular  layers  of  the  retina,  arranged  in  separate 
patches.  Gallemaerts  (13)  has  recently  described  a  case 
in  which  the  lining  membrane  of  the  cyst  resembled 
closely  that  in  Case  2  in  this  paper.  It  consisted  of  a 
continuous  layer  of  branching  cells  and  granular  bodies. 

Rindfleisch,  in  the  case  previously  referred  to,  found 
the  inner  wall  of  the  cyst  composed  of  retina,  with  its 
layers  well  developed,  pigment  epithelium,  and  an  elastic 
lamina.  The  inner  surface  of  the  retina  was  directed 
towards  the  interior  of  the  cyst.  De  Lapersome  (14)  and 
Czermak  (15)  also  found  fairly  well  developed  retina 
lining  the  interior  of  cysts  connected  with  microphthalmic 
eyes,  but  in  their  specimens  the  outer  surface  of  the 
retina  (that  with  rudimentary  rods  and  cones  on  it)  was 
directed  towards  the  interior  of  the  cyst.  The  former  of 
these  two  authors,  to  account  for  this  position  of  the 
retina,  suggests  that  it  had  become  secondarily  detached 
and  convoluted,  that  one  of  these  folds  facing  the  ocular 
cleft  had  become  pushed  into  it,  perhaps  by  a  fluid 
analogous  to  that  contained  in  retinal  cysts,  and  yielding 
to  this  pressure  was  iuvagiuated  like  a  glove  finger  and 
forced  outwards  into  the  cellular  tissue  of  the  orbit.  As 
I  have  pointed  out  above,  the  retina  in  the  human  fuotal 
eye  is  normally  in  a  folded  condition,  and  it  is  only 
necessary  to  imagine  some  delay  in  the  closure  of  the 
ocular  cleft  and  in  the  development  of  the  viteous,  and 
the  mere  continued  growth  of  the  retina  would  tend  to 
make  it  protrude  through  the  cleft. 

In  the  inner  wall  of  the  cyst  in  Case  2,  were  numerous 
bodies  similar  in  appearance  and  reactions  to  those  often 
met  with  on  the  inner  surface  of  the  choroid,  and  described 
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as  hyaline  or  colloid  ("  Drusen  "  of  the  Germans).  Hess 
found  similar  bodies  in  the  lining  membrane  of  cystic 
protrusions  of  the  sclerotic  in  two  pigs'  eyes.  The  occur- 
rence of  these  bodies  in  positions  such  as  this,  where  there 
is  no  choroid  present,  would  seem  to  exclude  the  possibility 
of  their  being  outgrowths  from  the  elastic  lamina,  as  they 
have  been  so  often  described. 

In  the  equator  of  the  lower  part  of  the  right  eye  in 
Case  1  there  was  an  area  over  which  the  choroid  was 
absent,  and  where  it  was  absent  the  uveal  pigment  layer 
or  outer  layer  of  the  secondary  optic  vesicle  was  devoid 
of  pigment.  In  the  centre  of  this  patch  this  layer,  instead 
of  consisting  of  a  single  row  of  cells,  was  composed  of 
tissue  more  like  retina,  having  two  distinct  granular  layers 
in  it.  The  arrangements  of  parts  in  this  situation  show 
that  in  some  of  the  congenital  white  patches  which  are 
seen  in  the  fundus  ophthalmoscopically  the  choi'oid  may 
be  absent,  but  both  layers  of  the  secondary  optic  vesicle 
present,  the  outer  unpigmented,  so  that  the  sclerotic  shows 
through. 

[March  9th,  1898.) 
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2.    Congenital  defects  of  the  irif>  and  ylaucuma. 

By  E.  Treacher  Collins. 

(With  Plate  V.) 

The  opportunity  for  the  microscopical  examination  of 
eyes  with  congenital  absence  of  the  iris  but  seldom  occurs. 
I  am  much  indebted  to  Mr.  Nettleship  for  kindly  giving 
me  the  specimens  from  the  following  case. 

Case  1.  Congenital  absence  of  both  irides,  and  anterior 
jwlar  opacities  of  both  lenses. — David  B — ,  set.  7  months, 
was  brought  to  Mr.  Nettleship  at  St.  Thomases  Hospital 
in  October,  1889,  by  his  mother,  who  was  herself  a  patient 
for  her  eyes,  having  congenital  absence  of  both  irides  and 
leucoma  of  the  right  cornea  following  ulceration,  together 
with  a  staphylomatous  condition  of  the  sclerotic.  Her 
right  eye  was  ultimately  excised ;  a  full  description  of  the 
pathological  condition  of  it  is  given  in  the  '  Ophthalmic 
Review,'  vol.  x,  p.  103. 

The  following  is  the  note  which  was  made  as  to  the 
condition  of  the  child's  eyes  : — "  Child  evidently  sees 
light,  but  does  not  take  notice  of  things.  Absence  of 
irides.  There  are  concentric  rings  of  opacity  in  each 
lens  ;  they  resemble  lamellar  cataracts.  The  edge  of  the 
lens  is  clearly  seen  attached  by  the  suspensory  ligament. 
Examination  by  focal  light  unsatisfactory." 

The  child  subsequently  died  on  April  3rd,  1802,  when 
three  years  old,  at  St.  Thomas's  Hospital,  as  the  result  of  a 
burn.  Both  eyes  were  removed  post  mortem  and  hard- 
ened in  Miiller's  fluid. 
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DESCRIPTION  OF    PLATE   V, 

Illustrating  Mr.  E.  Treachei'  Collins's  paper  on  Congenital 
Defects  of  the  Iris  and  Glaucoma  (p.  128). 

Fig.  1. — Section  of  the  upper  part  of  the  rudimentary  iris  of  the  left 
eye  in  Case  1,  showing  a  tag  of  adhesion  at  the  periphery  of  the  iris  to  the 
back  of  the  cornea  and  the  uveal  pigment  extending  beyond  its  free 
extremity. 

Fig.  2. — Section  of  the  lower  part  of  the  iris  of  the  same  eye,  less  well 
developed  than  above,  and  with  a  persistent  tag  of  pupillary  membrane  at  its 
free  extremity.  The  uveal  pigment  on  its  posterior  surface  ends  in  a  double 
fold,  and  a  tag  of  adhesion  passes  between  its  root  and  the  back  of  the 
cornea. 

Fig.  3. — Section  from  the  region  of  the  coloboma  of  the  iris  in  Case  2, 
showing  the  ciliary  processes  sloping  backwards. 

Fig.  4. — The  same  section  as  Fig.  3,  more  highly  magnified.  It  shows 
the  mode  of  termination  of  the  ciliarj'  body  in  the  region  of  the  coloboma, 
and  its  relation  to  the  ligamentum  pectinatum. 

Fig.  5. —  Section  of  one  angle  of  the  anterior  chamber  in  Case  3,  showing 
the  iris  absent  and  the  ciliary  processes  drawn  forwards,  the  most  anterior 
of  them  blocking  the  posterior  surface  of  the  ligamentum  pectinatum. 

Fig.  6. — Section  of  the  front  half  of  a  fcctal  eye  at  the  fourth  month, 
showing  the  lens  in  contact  with  the  cornea,  and  the  iris  insinuating  itself 
between  them. 
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Pathological  examination  of  the  left  eye. — Antero- 
posteriorly  it  measured  19  mm.  vertically,  aud  laterally 
20  mm.  The  cornea  measured  10*5  mm.  vertically,  11  "5 
mm.  laterally.  The  eyeball  was  frozen,  and  opened  by 
an  antero-posterior  vertical  section.  The  ciliary  body  is 
seen  to  end  in  a  rudimentary  iris  on  both  sides  at  the 
seat  of  section ;  above  it  measm'es  1  mm.  in  lengthy  but 
is  much  smaller  below.  The  lens  is  small,  it  measures  4 
mm.  antero-posteriorly  and  7  mm.  laterally ;  it  is  in 
position  ;  there  is  a  raised  opacity  at  its  anterior  pole. 
The  vitreous  has  a  good  consistency.  The  retina  is  in 
situ  but  slightly  creased. 

Microscopical  appearances. — The  corneal  tissue  shows 
nothing  abnormal ;  there  is  no  break  in  the  continuity  of 
either  Bowman^s  or  Descemet's  membrane ;  the  latter 
ends  in  the  ligamentum  pectinatum  in  the  usual  way. 
The  whole  tissue  of  the  iris  is  more  condensed  than  usual. 
Below,  the  tip  of  it  does  not  extend  beyond  the  termina- 
tion of  Descemet's  membrane  in  the  ligamentum  pecti- 
natum. No  indication  of  the  sphincter  muscle  in  it  can 
be  made  out.  The  uveal  pigment  at  its  tip  ends  in  a 
double  fold.  One  section  shows  a  tag  of  membrane  pro- 
longed from  its  anterior  surface  and  floating  free,  a 
remnant  of  the  pupillary  membrane  (Plate  V,  fig.  1) .  In 
some  of  the  sections  a  delicate  adhesion  passes  between  the 
extreme  root  of  the  iris  and  the  ligamentum  pectinatum. 
This  by  no  means  blocks  the  filtration  area ;  it  seems  as 
though  the  separation  of  the  anterior  surface  of  the  iris 
from  the  cornea  at  its  extreme  root  had  been  incomplete. 
Above  the  iris  is  longer,  and  its  tip  extends  just  beyond  a 
line  drawn  backwards  on  a  level  with  the  termination  of 
Bowman's  membrane.  A  small  rudiment  of  a  sphincter 
muscle  is  here  discernible.  The  uveal  pigment  extends 
beyond  the  stroma  of  the  iris,  endiug  in  a  double  fold 
(Plate  V,  fig.  2).  There  is  a  more  pronounced  baud  of 
adhesion  between  the  root  of  the  iris  on  this  side,  than 
above  ;  it  goes  to  the  inner  portion  of  the  ligamentum 
pectinatum,  not    up  into    the    extreme    periphery  of    the 
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anterior  cliamber.  The  ciliary  muscle  is  well  developed, 
but  tlie  ciliary  processes  are  small :  they  have  their  usual 
direction  inwards.  The  anterior  perforating  arteries  and 
the  large  circular  arteries  of  the  iris  are  present. 

At  the  anterior  pole  of  the  lens  there  has  been  some  sub- 
capsular proliferation  of  the  lining  epithelial  cells.  The 
capsule  is  raised  and  rucked  over  them,  and  there  is 
slight  excavation  of  the  lens  substance  beneath  them. 
Amongst  the  proliferated  cells  is  substance  of  a  hyaline 
structure  and  also  some  calcareous  deposit.  Besides  the 
changes  at  the  anterior  pole  of  the  lens,  there  are 
scattered  irregularly  throughout  it,  small  patches  of  a 
granular  character  lying  in  broken  spaces  amongst  its 
fibres.  There  are  also  numerous  small  round  bodies 
which  stain  deeply  with  logwood,  and  look  like  large 
micrococci.  I  have  met  with  similar  bodies  once  before 
in  a  lens  with  a  lamellar  cataract.  1  think  they  must  be 
shrunken  nuclei  of  the  lens  fibres  which  have  failed  to 
completely  disappear.  They  are  about  half  the  size  of 
the  nuclei  in  the  epithelial  cells  lining  the  capsule. 

Pathological  examination  of  the  right  eye. — It  measured 

Fig.  18. 


Anterior  lialf  of  right  vyc  iiom  w  liich  the  cornea  and  sclerotic  have  been 
removed,  exposing  an  elementary  iris,  tags  of  pupillary  membrane,  lens 
with  an  anterior  polar  opacity,  and  fibres  of  the  snspensary  ligament. 

20  mm.  in  all  three  diameters  ;   the  cornea  measured  10'5 
mm.  vertically  and  11  mm.  laterally.      It  was  opened  by 
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an  equatorial  section,  after  which  the  sclerotic  and  cornea 
were  peeled  off  the  front  half.  In  doing  this  it  was 
noticed  that  the  cornea  was  abnormally  adherent  at  its 
periphery. 

A  narrow  rim  of  iris  is  exposed  in  its  entire  circumfer- 
ence ;  this  is  broadest  on  the  outer  side,  where  it  measures 
2  mm.  in  length.  Above  it  measures  '75  mm.,  and  it  is 
slightly  broader  there  than  below.  On  the  inner  side  it 
is  narrowest.  Throughout  its  whole  circumference  the 
uveal  pigment  shows  at  what  corresponds  to  its  pupillary 
border.  The  ciliary  muscle  appears  well  developed. 
Some  delicate  tags,  remnants  of  the  pupillary  membrane, 
can  be  seen  passing  from  the  anterior  surface  of  the  iris 
to  the  lens  capsule.  The  lens  measures  7  mm.  trans- 
versely. At  its  anterior  pole  is  a  raised  white  opacity. 
The  fibres  of  the  suspensory  ligament  are  very  distinctly 
seen,  passing  between  the  ciliary  body  and  the  margin  of 
the  lens.  A  little  distance  from  the  lens,  running  con- 
centric with  its  margin  and  crossed  transversely  by  the 
fibres  of  the  suspensory  ligament,  is  a  very  well-defined 
line  ;  it  may  be  the  limit  of  the  capsule  of  the  lens  away 
from  which  the  lens  substance  has  shrunken  in  process  of 
hardening,  but  this  cannot  be  definitely  proved. 

H.  Pagenstecher*  in  1871  first  gave  a  description  of  the 
microscopical  characters  of  a  case  of  irideremia.  In  his 
case  the  ciliary  body  ended  in  the  region  of  the  liga- 
mentum  pectinatum  in  a  small  pointed,  pigmented,  and 
vascular  process  ;  and  a  prolongation  of  Descemet^s 
membrane  with  the  endothelium  lining  it  passed  beneath 
this  process  to  the  ciliai*y  body. 

In  the  last  volume  of  Graefe's  '  Archives,'  1891,  G. 
Rindfleisch  has  given  an  excellent  microscopical  descrip- 
tion of  a  case,  together  with  a  resume  of  the  literature  of 
the  subject.  His  case  was  that  of  a  woman  aged  fifty- 
one,  who  presented  the  typical  symptoms  of  irideremia  in 
both  eyes.  She  had  nystagmus,  some  amblyopia,  some 
opacities  of  the  corneEe  and  lenses,  the  latter  being 
*  '  Klin.  f.  Augcnheilk.,'  Bd.  ix,  p.  425. 
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displaced  upwards.  Microscopically  there  was  found  to 
be  considerable  encroachment  of  the  episcleral  tissue  on 
the  cornea,  some  hyaline  excrescences  on  Bowman's  mem- 
branCj  and  a  triradiate  deposit  of  pigment  on  Descemet's 
membrane.  At  the  lower  sclero-corneal  margin  was  the 
scar  of  a  perforation.  A  rudimentary  iris  was  present, 
but  its  sphincter  muscle  was  completely  absent.  It  was 
closely  approximated  to  the  cornea,  the  angle  of  the 
chamber  appearing  pointed.  The  ciliary  body  was  badly 
developed,  and  its  processes  were  directed  backwards. 

Any  theory,  which  in  the  case  I  have  described  might 
be  suggested  to  account  for  the  arrested  development  of 
the  iris,  should  also  explain  the  cause  of  the  anterior  polar 
opacity  of  the  lens,  of  the  abnormal  adhesion  at  the  root 
of  the  iris  to  the  ligamentum  pectinatum,  and  the  folding 
of  the  uveal  pigment  at  the  tip  of  the  iris.  That  which 
has  been  put  forward  by  Manz  may,  I  think,  be  made  to 
explain  all  these  abnormalities.  To  describe  it,  it  is 
necessary  to  briefly  refer  to  the  mode  of  development  of 
the  iris.  Before  the  iris  is  formed,  there  exists  between 
the  posterior  surface  of  the  cornea  and  the  anterior 
capsule  of  the  lens  the  anterior  portion  of  the  fibro- 
vascular  sheath.  This  receives  its  blood-supply  partly 
from  the  ciliary  arteries  aud  partly  from  those  in  the 
posterior  fibro-vascular  sheath,  which  is  prolonged  forwards 
around  the  sides  of  the  lens  to  join  it.  The  cornea,  an- 
terior fibro-vascular  sheath,  and  lens,  lie  in  close  contact 
with  one  another. 

The  iris  in  growing  forwards  has  to  insinuate  itself 
between  the  cornea  and  anterior  fibro-vascular  sheath  on 
the  one  side  and  the  lens  on  the  other  (Plate  V,  fig.  G), 
pushing  the  prolongation  from  the  posterior  fibro-vascular 
sheath  in  front  of  it.  The  anterior  fibro-vascular  sheath 
subsequently  becomes  the  pupillary  membrane. 

If  we  suppose  some  abnormal  adhesion  to  occur  between 
these  structures,  viz.  the  cornea,  anterior  fibro-vascular 
sheath,  and  lens  capsule,  or  some  delay  in  their  separation, 
then   we   can    understand   how    a   mechanical  obstruction 
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would  be  introduced  to  the  growth  of  the  iris  forwards. 
The  opacity  at  the  anterior  pole  of  the  lens  is  evidence  of 
abnormal  contact  between  the  lens  and  cornea,  for  exactly 
similar  opacities  are  produced  when  they  have  been  brought 
into  contact  as  the  result  of  ulceration  of  the  latter. 

The  abnormal  tags  of  adhesion  between  the  root  of  the 
iris  and  ligamentum  pectinatum,  is  part  of  the  imperfect 
separation  of  the  anterior  fibro-vascular  sheath  from  the 
cornea.  The  puckering  of  the  uveal  pigment  at  the  tip 
of  the  iris  is  due  to  the  arrested  ingrowth  of  the  termina- 
tion of  the  secondary  optic  vesicle,  which  consequently 
becomes  indented. 

Rindfleisch  agrees  with  Manz  that  the  arrest  in  the 
development  of  the  iris  is  due  to  the  contact  of  the  lens 
and  cornea.  He  would,  however,  explain  this  in  his  case 
by  intra-uterine  inflammation,  beginning  in  the  choroid, 
extending  forwards,  and  causing  perforation  near  the 
sclero-corneal  margin  and   escape   of  aqueous. 

In  my  specimens  no  sign  of  a  perforation  is  to  be  seen 
either  in  this  region  or  in  the  cornea.  The  sclero-corneal 
margin  is  a  very  unusual  position  for  a  perforation  to 
occur  in,  and  it  seems  unlikely  that  a  bilateral  affection, 
as  irideremia  usually  is,  would  be  caused  in  this  way.  It 
is,  moreover,  unnecessary  to  have  a  perforation  for  the 
lens  to  come  in  contact  with  the  cornea,  for  at  the  time 
the  iris  is  developing  these  structures  are  in  apposition, 
the  anterior  fibro-vascular  sheath  alone  intervening  :  there 
is  then  no  anterior  chamber  and  no  aqueous. 

Regarding  cases  of  irideremia  from  a  clinical  standpoint 
alone,  we  should  be  inclined  to  think  that  it  was  impossible 
for  them  to  become  the  subjects  of  glaucoma  ;  for  we  fail 
to  see  how,  when  the  iris  is  absent,  the  filtration  area  can 
become  blocked.  Microscopical  examination  of  these 
cases,  however,  seems  to  show  that  they  are  really  pre- 
disposed to  glaucoma,  for  not  only  do  we  find  that  the 
ciliary  body  terminates  in  a  rudimentary  iris,  which  if 
pushed  forwards  is  quite  sufiicieDt  to  block  the  whole  of 
the  posterior  surface  of  the  ligamentum  pectinatum,  but 
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that  between  this  rudimentary  iris  and  the  ligamentum 
pectinatum  there  are  abnormal  adhesions.  This  was  so 
in  the  eyes  examined  by  Pagenstecher  and  Eindfleisch, 
and  in  those  I  here  record. 

It  is  of  considerable  interest  that  the  mother  of  Case  1, 
who  also  had  irideremia,  had  increased  tension  secondary 
to  ulceration  of  the  cornea  and  intra-ocular  hasmorrhage. 
As  I  have  already  stated,  I  have  described  in  full  the 
minute  anatomy  of  her  eye  in  the  '  Ophthalmic  Eeview.' 
In  it  the  rudimentary  iris  was  pushed  forwards,  and  was 
intimately  adherent  to  the  cornea  in  the  region  of  the 
ligamentum  pectinatum. 

The  next  case  I  have  to  record  also  bears  on  this  point. 

Case  2. — Congenital  colohoma  of  iris  and  lens  outwards; 
ahsolute  glaucoma. — Charles  W — ,  tet.  36,  was  shown  by 
Mr.  Lang  at  the  Ophthalmological  Society  on  October 
17th,  1889,*  as  a  case  of  chronic  glaucoma,  with  congenital 
coloboma  of  the  iris  and  lens  outwards. 

He  was  admitted  to  the  Moorfields  Hospital  again  on 
April  27th,  1892.  He  stated  that  during  the  last  ten 
days  his  right  eye  had  been  very  painful,  so  much  so  that 
he  had  been  unable  to  get  any  sleep.  During  the  last 
eighteen  months  his  left  eye  had  also  become  quite  blind. 
There  was  much  ciliary  congestion  of  the  right.  The 
cornea  was  steamy.  No  details  of  the  fundus  could  be 
seen  in  it,  and  the  tension  was  increased.  It  was  excised 
the  following  day. 

Pathological  examination. — The  eyeball  measures  an- 
tero-posteriorly  22*75  mm.,  laterally  22*5  mm.,  and 
vertically  22  mm.  The  cornea  measures  9"5  mm.  laterally 
and  8'5  mm.  vertically. 

Oponed  after  hardening  in  Miiller's  fluid,  and  freezing 
by  an  antero-posterior  horizontal  section. 

The  iris  on  the  outer  side  is  seen  to  be  absent,  but  the 
ciliary  muscle  and  processes  are  present.      On  the  inner 
side  the  root  of  the  iris  is  in  contact  with  the  posterior 
*  '  Traus.  Oplitli.  Soc.,'  voL  x,  p.  106. 
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surface  of  the  cornea^  blocking  the  filtration  area.  The 
lens  lies  nearer  the  ciliary  processes  on  the  inner  side  than 
on  the  outer.  A  notch  in  the  outer  border  of  the  lens  is 
distinctly  seen.  The  vitreous  is  of  good  consistency.  The 
retina  is  in  position,  but  slightly  rucked  just  behind  the 
the  ora  serrata.      The  optic  disc  is  deeply  cupped. 

Microscopical  aii-pearnnces.- — The  stroma  of  the  iris  on 
the  inner  side  is  much  atrophied ;  there  is  marked 
ectropion  of  the  uveal  pigment  at  its  pupillary  border. 
The  sphincter  muscle,  which  appears  unusually  broad, 
also  turns  up  at  its  tip. 

The  ciliary  muscle  and  processes  on  the  inner  side  are 
much  atrophied  :  the  latter  are  directed  straight  inwards 
towards  the  side  of  the  lens. 

On  the  side  of  the  coloboma  of  the  iris  the  point  where 
Descemet^s  membrane  commences  to  break  up  into  the 
fibres  of  the  ligamentum  pectinatum  is  clearly  defined. 
The  canal  of  Schlemm  is  not  so  easily  made  out,  as  its 
two  walls  are  closely  pressed  together.  The  ciliary  body 
here  ends  in  a  rounded  knob,  which  is  in  contact  with 
the  back  of  the  cornea.  The  termination  of  this  knob, 
however,  does  not  reach  as  far  as  the  end  of  Descemet's 
membrane,  so  that  the  whole  of  the  posterior  surface  of 
the  ligamentum  pectinatum  is  not  blocked  by  it  (Plate  V, 
fig.  4).  The  uveal  pigment  on  the  back  of  this  termina- 
tion of  the  ciliary  body  is  composed  of  two  layers  united 
at  the  tip,  the  posterior  being  much  thicker  than  the 
anterior.  Just  where  these  end  on  the  posterior  surface 
of  the  ligamentum  pectinatum  is  a  little  accumulation 
of  fibres  and  cells  ;  from  it  the  endothelial  lining  of 
Descemet's  membrane  passes  inwards,  and  a  layer  of 
cells  outwards  beneath  the  pigment  on  the  termination 
of  the   ciliary  body. 

The  ciliary  muscle  on  this  side  of  the  eye  is  very  thin, 
thinner  than  on  the  other.  The  ciliary  processes  are  small, 
and  in  the  centre  of  the  coloboma  the  anterior  ones  slant  at 
a  very  acute  angle  backwards  (Plate  V,  tig.  3).  A  little 
to  one  side  of  the  coloboma  they  have  their  usual  direction. 
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The  lens  is  broader  on  tlie  outer  than  on  the  inner  side;  in 
some  sections  it  has  also  a  slight  depression  inwards  there 
at  its  equator,  and  the  cells  which  line  the  capsule  termi- 
nate at  a  point  considerably  anterior  to  what  they  usually 
do.  The  nucleated  zone  on  the  outer  side  is  as  much  in 
fi'ont  of  the  equator  of  the  lens  as  it  is  usually  behind  it. 

The  nerve-fibre  layer  of  the  retina  is  extremely 
atrophied,  and  its  blood-vessels  dilated.  The  lamina 
cribrosa  is  depressed  backwards  and  the  nerve-fibres 
atrophied  down  to  it,  the  blood-vessels  standing  out  pro- 
minently on  its  surface. 

This  case  presents  several  points  for  consideration. 
First,  the  unusual  position  of  the  coloboma  in  the  iris,  viz. 
outwards.  It  is  frequently — and,  I  think,  wrongly — 
assumed  that  a  congenital  deficiency  of  the  iris  must 
necessarily  bear  some  relation  to  the  ocular  cleft.  As  I 
have  just  shown,  it  seems  likely  that  the  whole  iris  may  be 
arrested  in  its  development  by  some  abnormal  adhesion 
or  late  separation  of  the  cornea  and  lens.  If  this  abnor- 
mal adhesion  or  late  separation  existed  in  one  particular 
part  only  of  the  surface  of  the  lens,  then  it  would  be 
possible  for  the  iris  to  develop  in  the  normal  way  every- 
where except  opposite  the  adhesion,  and  a  localised 
congenital  deficiency  would  be  produced.  Such  a  de- 
ficiency might  occur  in  any  direction,  or  possibly  in  two 
directions,  which  would  account  for  cases  of  two  colobo- 
mata  in  one  eye.  The  layer  of  unpigmented  cells  on  the 
posterior  surface  of  the  rudimentary  iris,  continuous  on 
one  side  with  the  endothelium  of  Descemet's  membrane, 
and  on  the  other  reaching  as  far  as  the  ciliary  body,  is 
somewhat  similar  to  what  Pagenstecher  has  described  in 
his  case  of  irideremia,  as  a  prolongation  from  Descemet's 
membrane  behind  the  iris.  I  would  suggest  that  possibly 
this  layer  is  a  remnant  of  the  prolongation  forwards  of  the 
posterior  fibro-vascular  sheath. 

It  is  interesting  to  find  that  in  the  sections  which  pass 
across  the  notch  in  the  lens,  the  ciliary  processes  are 
directed  backwards.      If  the  notch  is,  as  I  believe,  due  to 
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some  defect  in  development  of  the  suspensory  ligament  at 
that  point,*  then  we  should  expect  them  to  assume  this 
direction,  not  being  held  forwards  by  it. 

In  Rindfleisch's  case  of  irideremia,  where  there  was 
congenital  ectopia  of  the  lens,  a  condition  also  due  to  a 
defect  in  the  suspensory  ligament,  the  ciliary  process 
pointed  backwards. 

That  primary  glaucoma  should  come  on  in  an  eye  with 
a  congenital  coloboma  of  the  iris,  seems  at  first  to  olfer 
an  unsurmountable  objection  to  the  theory,  which  attri- 
butes the  increased  tension  to  the  blocking  of  the  filtration 
area  of  the  cornea  by  the  root  of  the  iris.  We  fail  to 
see  why  an  iridectomy  should  relieve  glaucoma  if,  when 
there  is  already  a  coloboma  of  the  iris,  the  tension  can 
become  increased. 

In  this  case  in  the  situation  of  the  coloboma,  the  ciliary 
body,  as  in  the  case  of  irideremia,  ended  in  a  rudimentary 
iris,  or  rather  in  a  process  which  lay  intimately  adherent  to 
the  outer  half  of  the  ligamentum  pectinatum.  From  the 
arrangement  of  this  process,  with  a  layer  of  unpigmented 
cells  behind  it,  I  should  think  that  it  had  never  become 
separated  from  the  cornea,  rather  than  that  it  had  recently 
become  pushed  forwards  into  contact  with  it ;  so  that 
there  had  always  been  obstruction  to  the  exit  of  fluids  in 
this  situation,  and  that  the  onset  of  the  glaucoma  was 
determined  by  the  root  of  the  iris  in  the  rest  of  its  cir- 
cumference becoming  pushed  forwards. 

In  my  article  in  the  '  Ophthalmic  Review,'  before  re- 
ferred to,  I  described  a  case  of  traumatic  aniridia  with 
increased  tension.  In  that  eye  the  lens  as  well  as  the 
whole  ii'is  had  partially  escaped  through  a  corneal  wound. 
The  lens  capsule  remained  adherent  to  the  corneal  cica- 
trix. The  advanced  position  it  had  thus  taken  up  re- 
sulted in  the  dragging  forwards  of  the  ciliary  processes, 
and  the  blocking  of  the  filtration  area  by  the  most  ante- 
rior of  them.      This  next  case  is  a  very  similar  one. 

*  See  article  "  On  the  Development  and   Abnormalities  of  the   Zonule  of 
Zuin,"  '  Ophth.  Hosp.  Reports,'  vol.  xiii,  p.  81. 
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Case  3.  Traumatic  aniridia ;  adhesion  of  lens  capsule 
to  cornea  ;  glaucoma. — William  L — ,  set.  57,  was  admitted 
to  the  Moorfields  Hospital  under  the  care  of  Mr.  Cxunn, 
on  August  23rd,  1892.  Eight  and  a  half  months  pre- 
viously his  right  eye  had  been  injured  by  a  piece  of  a 
punching  press,  which,  breaking  off,  flew  up  and  struck 
it.  The  blow  was  a  severe  one  and  fractured  the  lower 
orbital  margin  ;  the  sight  of  the  eye  was  immediately  lost. 
At  the  time  of  the  accident  he  was  wearing  spectacles, 
and  he  thinks  it  possible  that  a  piece  of  the  glass  may 
have  entered  the  eye.  It  has  been  painful  at  times  ever 
since  the  injury,  and  much  worse  the  last  two  months. 

On  examination  an  irregular  triradiate  vascular  scar 
was  seen  in  the  lower  part  of  the  cornea.  The  lens, 
which  appeared  dislocated  into  the  anterior  chamber,  was 
grey  and  opaque.  He  could  only  distinguish  light  from 
dark  and  his  projection  was  defective,  especially  on  the 
inner  side.      The  tension  was  +  1. 

There  were  no  signs  of  sympathetic  mischief  in  the  other 
eye.   The  day  following  admission  his  right  eye  was  excised. 

Pathological  examination. — There  is  a  broad  adhesion 
of  the  lens,  which  is  opaque  and  partly  absorbed  to  the 
cicatrix  in  the  lower  part  of  the  cornea.  No  iris  can  be 
seen  ;  it  appears  to  have  been  completely  torn  away  from 
its  attachment  at  the  ciliary  body,  and  to  have  escaped 
from  the  eye.  The  viti*eous  is  shrunken  and  completely 
detached  posteriorly.  The  retina  is  in  position ;  the 
optic  disc  deeply  cupped  and  excavated. 

Microscopical  appearances. — Sections  through  the  scar 
in  the  cornea  showed  thickening  of  the  anterior  epithe- 
lium overlying  it,  a  break  in  the  continuity  of  Bowman's 
and  Descemet's  membranes,  and  a  mass  of  irregular 
fibrous  tissue  with  new  vessels  and  groups  of  round  cells 
in  it.  This  fibrous  tissue  projects  through  the  gap  in 
Descemet's  membrane  posteriorly  ;  the  anterior  capsule  of 
the  lens  which  has  been  perforated  comes  forwards  from 
both  sides  and  is  incorporated  in  it.  The  lens  fibres  are 
much    broken ;   they  protrude  through   the  break   in   the 
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capsule^  and  are  in  contact  with  the  cornea.  The  iris 
above  has  been  torn  away  almost  at  its  extreme  root ;  a 
small  piece  of  tissue  at  the  anterior  extremity  of  the 
ciliary  body  with  uveal  pigment  on  it,  which  has  been 
left,  is  drawn  forwards  by  the  adhesion  of  the  lens  capsule 
to  the  cornea  into  contact  with  the  ligamentum  pectiuatum 
at  the  angle  of  the  anterior  chamber.  It  blocks  about 
the  outer  half  of  the  filtration  area.  Below,  the  whole  of 
the  filtration  area  is  closed  by  the  anterior  part  of  the 
ciliai'y  body,  which  is  similarly  drawn  forwards  by  the 
lens  capsule  and  suspensory  ligament  (Plate  V,  fig.  5). 

{October  20th,  1892.) 


3.    Concerning  jpersistent  piipillary  memhrane,  and  its 
frequency. 

Qy  Sydney  Stephenson. 

(With  Plate  VI.) 

The  idea  appears  to  be  still  current  that  Persistent 
Pupillary  Membrane  is  a  comparatively  rare  condition,  but 
my  own  experience  is  so  opposed  to  that  view  that  I  may 
perhaps  be  pardoned  for  bringing  forward  the  subject  this 
evening. 

I  may  at  once  state  that  among  a  total  of  3414  eyes 
I  have  detected  vestiges  of  pupillary  membrane  no  less 
than  sixty-eight  times, — that  is  to  say,  in  1"70  per  cent,  of 
the  cases  examined. 

As  regards  sex,  the  percentage  among  1994  males  was 
1'81,  and  among  1420  females,  2*25.  The  difference 
between  these  figures  is  not  striking,  yet  it  may  perhaps 
point  to  the  conclusion  that  females  are  more  prone  to 
this  survival  than  males. 

Of  the  sixty-eight  cases,  thirteen  showed  persistent 
pupillary  membrane  in  both  eyes,  and  the  others  in  one 
eye   only.      With  regard  to  the  latter  or  monocular  cases 
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it  may  be  noted  that  the  right  eye  was  the  seat  of  the 
anomaly  in  twenty-five  instances,  and  the  left  eye  in  the 
remaining-  seventeen.  In  no  ease  did  the  vestiges  inter- 
fere either  with  sight  or  with  the  action  of  the  pupil. 

In  describing  the  characteristics  of  the  condition  it 
will  be  well  to  adopt  a  primary  division  into  i^uinllary 
and  into  capsuIo-jJitpillary  mevihranes.  This  distinction, 
which  is  based  upon  embryological  gi'ounds,  has  been 
specially  insisted  on  by  Dr.  W.  J.  Collins  in  this  country, 
and  possesses,  I  think,  some  practical  importance.  The 
pupillary  membrane  arises  from  the  small  circle  of  the 
iris  (the  so-called  corona),  and  passes  across  the  aperture 
of  the  pupil  to  be  inserted  elsewhere  into  the  corona;  it 
has  no  connection  with  the  anterior  capsule  of  the  lens. 
The  capsulo-pupillary  membrane,  on  the  other  hand,  arises 
from  the  corona,  and  is  inserted  into  the  capsule  of  the 
lens,  with  or  without  a  terminal  plaque. 

The  only  example  of  capsulo-pupillary  membrane  in- 
cluded among  my  sixty-eight  cases  was  in  a  boy  twelve 
years  of  age.  Three  brownish  Blaments,  arising  from  the 
inner  half  of  the  corona^  were  attached  to  a  small  grey 
opacity  situated  over  the  anterior  pole  of  the  left  lens 
(Plate  VI,  fig.  ]). 

The  remaining  sixty-seven  cases  were  examples  of 
pupillary  membrane  pure  and  simple,  and  all  fell  into  one 
or  other  of  the  three  following  groups,  arranged  in  order 
of  frequency.  To  be  strictly  accurate,  the  fact  should  be 
noted  that  a  few  of  these  cases  did  not  preserve  in  their 
entirety  the  characteristics  of  their  particular  group. 
These  anomalous  examples  have  been  classified,  however, 
in  accordance  with  their  salient  features. 

1 .  A  filament  or  filaments  traversing  the  pupillary  area 
in  various  directions  (Plate  VI,  figs.  2,  3,  4,  5,  and  6). 
These  threads  invariably  arose  from  the  corona,  and  were 
often  so  extremely  fine  as  to  need  a  magnifying  glass  to 
bring  them  into  full  view.  In  three  instances  two  threads 
united  in  front  of  the  pupil,  so  as  to  form  a  Y-shaped 
figure ;  in  three  others  more  than  two  filaments  were  pre- 
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sent ;  but  in  the  majority  of  cases  a  single  strand  only  was 
observed.  The  filaments  usually  subdivided  at  either  end. 
Their  colour  generally  resembled  that  of  the  iris,  some- 
times in  their  whole  length,  but  more  often  at  their  ter- 
minal points  alone.  Small  nodules,  varying  from  one  to 
six  in  number,  were  present  in  the  course  of  the  filaments 
in  nine  instances.      The  first  group  included  forty  cases. 

2.  Filaments  with  a  festoon-like  arrangement,  joining 
adjacent  parts  of  the  corona  (Plate  VI,  fig.  7).  This 
second  group  comprised  fourteen  cases. 

3.  A  single  filament  attached  at  one  end  to  the  corona, 
with  the  other  end  free  in  the  aqueous  humour  (Plate  VI, 
figs.  8  and  9).  Thirteen  cases  were  comprehended  under 
this  section. 

That  the  tendency  of  this  foetal  survival  is  to  reproduce 
itself  in  members  of  the  same  family  is  clearly  shown  in 
the  four  following  instances.  Families  A  and  B,  brother 
and  sister;  family  C,  two  brothers;  family  D,  three  sisters: 
all  showed  vestiges  of  pupillary  membrane.  It  was  not 
possible  to  include  all  the  members  of  the  different  families 
in  this  examination.  The  fact  is,  however,  highly  signifi- 
cant, that  in  all  those  examined  traces  of  membrane  were 
discovered,  and  it  is  probable  that  a  more  extended 
investigation  would  have  disclosed  other  instances  of  the 
same  condition. 

Persistent  pupillary  membrane  is  not  infrequently  as- 
sociated with  other  congenital  anomalies  of  the  eye.  In 
this  connection  I  noted,  for  instance.  Congenital  Crescents 
eight  times,  and  Opaque  Nerve-fibres  once. 

It  has  been  suggested  that  persistent  pupillary  remains 
are  likely  to  disappear  during  the  earlier  years  of  life. 
My  present  figures  lend,  however,  no  support  to  such  a 
view.  For  example,  the  percentage  of  pupillary  vestiges 
in  152  eyes  of  children  three  years  of  age  was  2'6,  while 
in  270  eyes  of  children  eight  years  of  age  it  was  3-33. 

The  conclusions  I  have  reached  with  regard  to  per- 
sistent pupillary  membrane  are  as  follows  : 

1.   That,  while  Capsulo-Pupillary  Membrane  is  uucom- 
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men,  threads  of  pupillary  membrane  are  not  infrequently 
met  with. 

2.  That  when  monocular  the  survival  is  more  likely 
to  occur  in  the  right  than  in  the  left  eye. 

3.  That  females  are  somewhat  more  likely  than  males 
to  show  vestiges  of  the  membrane. 

4.  That  members  of  the  same  family  are  often  affected. 

5.  That  absorption  of  the  filaments  does  not  appear 
to  take  place  after  birth. 

6.  That  persistent  pupillary  membrane  may  be  as- 
sociated with  other  developmental  defects  of  the  eye. 

{January  26th,  1893.) 

Dr.  Argyll  Robertson  (Edinburgh)  recalled  a  case  of 
persistent  capsulo-pupillary  membrane  under  his  own 
observation  which  was  very  marked,  and  affected  both 
eyes,  and  in  both  impaired  vision  to  a  great  extent.  In 
one  eye  the  anterior  part  of  the  capsule  of  the  lens  was 
so  much  affected  with  pigmented  membrane  that  vision 
was  impaired  as  in  cases  of  zonular  cataract.  The  same 
condition  obtained  in  the  other  eye,  but  a  considerable 
part  of  the  pupil  was  free,  and  vision  was  fairly  good. 
There  were  filaments  extending  from  this  capsular  mem- 
brane to  the  anterior  surface  of  the  iris,  thus  proving  that 
it  was  really  a  case  of  capsulo-pupillary  membrane.  He 
had  operated  upon  the  worst  eye  by  breaking  up  the 
substance  of  the  lens  and  extracting  it,  as  being  the  only 
way  to  obtain  satisfactory  results,  and  the  operation  had 
fulfilled  his  expectations.  The  patient  could  see  with 
the  nou-opcrated  eye  fairly  well  for  distance,  and  for 
near  work  he  used  the  operated  eye  with  a  cataract  glass. 
It  was  the  most  marked  case  he  had  seen  of  the  kind. 

Mr.  Bales  remarked  on  the  fact  that  these  fibres 
seemed  quite  devoid  of  elasticity.  The  threads  were 
generally  stretched  when  the  pupil  was  dilated,  and 
when  it  was  contracted  the  fibres  became  relaxed  into  a 
fold. 

Dr.  Stephenson,  in  reply,  said  that  in  his  cases  there 
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was  no  interference  witli  sight  or  the  action  of  the  pupil. 
A  Parisian  oculist  had  thought  it  necessary  to  operate  in 
one  such  case.  He,  too,  had  remarked  the  want  of  elas- 
ticity in  the  fibres. 


4.   Guttate  choroiditis. 

By  Henry  Juler. 

(With    Plate    VII.) 


Mrs.  E.  F — ,  get.  54,  attended  the  St.  Mary's  Hospital 
on  May  10th,  1892,  complaining  of  dimness  of  vision. 
The  refraction  was  as  follows  : 

F  K.    V.  -    ^^  C.    ^    .^g  ^yj     ^^       -  g 

after  Homatropine 

L.  V.  =-  :^  L.  V.  =  —  c.  +    1  Sph.       =        % 

18  24  ^  9. 

Ophthalmoscopic  examination. — The  right  fundus  pre- 
sents numerous  yellowish-white  granular  spots.  These 
are  visible  around  the  disc  in  the  macular  region,  and 
are  very  numerous  to  the  nasal  side  of  the  disc.  Towards 
the  peripheiy  they  become  less  numerous,  and  are  scarcely 
to  be  seen.  No  definite  pigment  granules  or  patches  can 
be  seen.  There  are  a  few  brownish  shadings  to  the  inner 
side  of  the  disc.  The  spots  appear  to  be  situated  in  the 
choroid.  The  optic  disc  and  the  retinal  vessels  appear 
quite  normal. 

The  left  fundus  presents  a  similar  appearance. 

The  patient  is  an  aneemic  woman,  and  has  until  recently 
been  treated  with  iron  tonics. 

The  urine  is  normal. 

The  visual  fields  are  good. 

The  visual  acuteness  does  not  appear  to  deteriorate. 

I  consider  this  appearance  to  be  only  a  variation  of  the 
normal  choroid,  and  not  due  to  any  plastic  exudation  in  the 
choroid.  {Card  specimen.      December  7th,  1892.) 
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5.    Golohoma  of  iris  and  choroid  on  the  temporal  side  of 

the  eye. 

By  W.  Adams  Frost. 

Ada  B — ,  set.  11.  The  youngest  of  eleven.  None  of  the 
others  present  any  deformity.  There  is  no  consanguinity 
of  the  parentSj  and  no  family  history  of  importance. 

Description. — Right  eye  microphthalmic,  transverse 
diameter  of  cornea  measuring  9  mm.,  that  of  left  12  mm. 
The  palpebral  fissure  is  narrower,  both  horizontally  and 
vertically,  than  in  left  eye. 

On  the  temporal  side  there  is  a  coloboma  of  the  iris, 
involving  about  one  eighth  of  its  circumference.  The 
lens  margin  can  be  seen  in  the  coloboma,  and  presents 
nothing  abnormal. 

There  is  a  coloboma  of  the  choroid  on  the  temporal 
side  of  the  fundus,  extending  in  a  peripheral  direction  as 
far  as  the  limit  of  the  ophthalmoscopic  examination,  and 
terminating  towards  the  centre  in  a  rounded  border  which 
does  not  reach  the  macular  region. 

{Card  specimen.     May  4<th,  1893.) 


6.   Ectopia  pupillse  ivith  remains  of  pupillary  membrane. 
By  W.  T.  Holmes  Spicer. 

Edward  C — ,  xt.  6  months. 

His  left  eye  was  noticed  to  be  peculiar  very  soon  after 
birth.  There  is  no  history  of  injury.  The  birth  was 
normal,  and  without  difficulty. 

R.  E.  normal. 

L.  E  :  the  pupil  lies  to  the  lower  and  inner  side  of  its 
normal  position.      It  is  of  a  pointed  oval  shape,  and  from 
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the  upper  end  of  the  oval  a  white  fibrous  cord  ruus  up  and 
out  across  the  whole  breadth  of  the  iris  to  its  periphery. 
The  cord  is  more  marked  at  its  lower  and  inner  portion, 
where  it  stands  out  in  front  of  the  iris  almost  like  a 
bridge.  This  bridge  lies  in  front  of  the  normal  position 
of  the  pupil,  where  the  iris  seems  to  be  thinner  than  else- 
where. Further  above  the  pupil  the  cord  appears  to  lose 
itself  in  the  iris,  which  is  here  very  light-coloured,  but  it 
can  be  seen  again  at  the  extreme  periphery,  where  the 
iris  is  darker  in  colour. 

The  pupil  acts  to  light,  but  it  cannot  be  made  to  dilate 
to  any  marked  degree  after  using  atropine.  As  far  as 
can  be  seen  the  lens  and  deeper  parts  of  the  eye  are 
normal.  The  iris  is  of  the  same  colour  as  that  of  the 
other  eye.  The  cornea  is  of  its  proper  size,  and  not 
scarred. 

The  presence  of  this  cord  lying  on  the  front  of  the  iris 

Fro.  19. 


''^frf(fjf\\f\^'^ 


renders  it  probable  that  it  is  a  persistent  papillary  mem- 
brane, occurring  in  an  eye  the  subject  of  congenital  dis- 
placement of  the  pupil. 

{Card  specimen.      July  7th,  1893.) 
VOL.  XIII.  10 


146 


CONGENITAL    ABNORMALITIES. 


7.    Congenital  ectopia  pupillse. 
By  W.  M.  Beaumont, 

C.  W — ,  «t.  32,  the  youngest  of  three  brothers. 
Neither  of  the  others  had  any  abnormality  in  the  eyes  as 
far  as  he  knows.  One  brother  is  living  and  well ;  the 
other  died,  aged  thirty-four,  of  diabetes.  His  father  and 
mother  are  liviug  and  well :  they  are  not  blood  relations. 

Condition  of  eyes. — The  R.  pupil  is  displaced  downwards 
and  inwards,  and  is  irregularly  triangular  in  shape. 

The  vision  is  -y%  -f  9  0.=  --^%-. 

The  L.  pupil  is  displaced  downwards  and  outwards 
almost  to  the  corneo-scleral  margiu,  and  is  somewhat 
circular. 

The  vision  is  -/q-  +  9  D.  =  ^. 

Both  irides  are  brown-coloured  and  tremulous.  The 
condition  is  said  to  be  congenital.  The  lenses  would 
appear  to  be  either  absent,  or  so  displaced  as  to  be  useless 
for  visual  purposes.     With  +  12  D.  he  reads  J.  0.      The 


J 


Fig.  20. 


field  of  vision  is  slightly  contracted  in  each  eye,  especially 
upwards  and  outwards. 

{January  2Cih,  1893.) 


HEREDITARY    CONGENITAL    NIGHT-BLINDNESS. 


147 


8.    Two    cases   of  hereditary   congenital   oiight -blindness 
without  visible  fundus  change. 

By  A.  Stanford  Morton. 

Case  1. — Mr.  A — ,  who,  with  his  myopic  astigmatism 
corrected  has  practically  normal  vision,  has  all  his  life 
suffered  from  inability  to  see  his  way  after  dusk,  and 
states  that  this  difficulty  has  been  known  to  exist  in  many 
male  members  of  his  family  for  several  generations,  and, 
that  as  far  as  he  has  known  about  them,  all  thus  affected 
were  light-haired.  No  female  member  is  known  to  have 
suffered  from  the  affection.  There  is  no  pigmentation  or 
other  abnormal  change  visible  in  the  fundus. 

The  fields  are  much  contracted  (Figs.  21  and  22). 
There   is   no  colour-blindness. 

Fia.  21. 


Case  2. — A  nephew  of  the  above,  also  myopic,  has  very 
fair  vision  with  his  refraction  corrected.  He  has  always 
suffered   from  night-blindness,  and   has   more   contracted 
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Fig.  22. 


HEREDITARY   CONGENITAL    NIGHT-BLINDNESS. 
Fig.  24. 
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fields   than   liis    uuclo    (Figs.    23   and    24).      There    is   no 
visible  fundus  change.      Colour  vision  is  perfect. 

Fig.  25. 


(M)  Great  Gl  eat  Grandfather 
(M)  Great  Grandfather 


(\j()Grundfatker 


(\j()  Great  Urich 


XsevercH  otherj-  all  with  goodrGij^ht 


©      ©      Q 

and  10\others  all-  witfi  goocL-^^htX 


PoLtknt 


Chart  representing  the  heredity  in  two  cases  of  congenital  night-blindness. 
M  =  males.  F  =  females.  Broken  circles,  those  members  of  the 
family  who  were  night-blind ;  continuous  circles,  those  not  night-blind. 

My  friend  Mr.  Tatliam  Thompson,  of  Cardiff,  has  had 
under    his    care     some    of     the    cousins   of    my    patient 
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Mr.  A — ,  aud  lias  kindly  furnished  me  witli  the  following 
particulars.  One  young  man  has  progressive  myopia  with 
"  irregularly  scattered  pigment  at  the  periphery '^  and 
night-blindness,  but  ''the  pigmentation  is  not  at  all  typical 
of  pigmentary  retinitis."  Three  brothers  of  another 
family  are  afflicted  with  night-blindness,  but  "  there  is  no 
pigmentary  retinitis.^' 

{Card  specimen.      May  4;th,  1893.) 


9.    Congenital  ophthalmoplegia  externa  in  two  brothers. 
By  Donald  Gunn. 

Family  history. — Parents  are  first  cousins,  but  are  quite 
free  from  any  similar  muscular  defect,  and  know  of  none 
among  their  relations. 

Patients  aet.  4|  and  1  ^  ;  both  boys  are  only  two  living 
children  of  five  pregnancies,  two  having  resulted  in  pre- 
mature labours  and  one  other  child  having  died  at  three 
weeks  fi'om  "  wasting."  Patients  are  in  order  the  second 
and  fourth. 

The  younger  patient  was  under  Dr.  Abercrombie  twelve 
months  ago  for  ''  wasting,"  not  pronounced  to  be  specific. 

The  condition  of  the  two  children  is  practically  the 
same. 

There  is  incomplete  ptosis  with  partial  compensation 
by  the  occipito-frontalis. 

The  eyes  are  practically  motionless,  slight  up-and-down 
movements  being  the  only  ones  present. 

Pupils  are  quite  active,  aud  accommodation  appears  to 
be  normal. 

There  appear  to  be  no  perverted  muscular  movements, 
as  in  the  cases  reported  by  Mr.  Lawford  in  vol.  viii  of 
the  '  Transactions.^ 

The  ophthalmoscope  shows  no  abnormality  in  the  fundus, 
and  the  children  appear  to  be  in  all  other  respects  normal. 
(Card  specimen.     June  8th,  1893.) 
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XVI.  INJURIES  AND  OPERATIONS. 

1.   Foreign  body  in  the  globe  for  Jive  years  ;   removal. 
By  Arthur  W.   Sandford. 

P.  O'B — .  aet.  16,  was  brought  to  the  Eye,  Ear,  and 
Throat  Hospital,  Cork,  complaining  of  loss  of  vision  in 
the  right  eye. 

He  stated  that  five  years  pi^evious  a  piece  of  a  broken 
needle  had  "  flown '^  and  struck  him  in  the  eyeball.  For 
some  weeks  after  he  had  suffered  from  severe  inflamma- 
tion of  the  eye.  This  gradually  subsided,  leaving  him 
with  bare  perception  of  light,  and  things  had  continued 
thus  up  to  the  time  of  his  visit.  I  found  a  dark  brown 
opaque  spot  near  the  centre  of  the  cornea,  surrounded  by 
a  zone  of  lighter  colour.  Passing  backwards  from  this 
spot  through  the  anterior  chamber,  which  was  of  normal 
depth,  was  a  rusty  needle.  This  transfixed  the  iris,  pin- 
ning it  to  the  lens,  which  it  penetrated,  causing  traumatic 
cataract.  The  needle  was  rough  from  deposited  lymph 
and  rust,  the  broken  end  fixed  in  the  corneal  substance 
and  just  covered  by  epithelium,  and  the  pointed  end 
buried  in  the  lens.  Synechiee  and  pigmentary  deposits 
upon  the  surface  of  the  lens  capsule  gave  evidence  of  old 
iritis.      V.  =  J.  8. 

Iridectomy  was  performed,  the  needle  removed  with 
the  segment  of  iris,  and  the  lens  was  extracted  through 
the  corneal  incision.  The  needle  was  so  firmly  embedded 
in  the  cornea  that  considerable  difficulty  was  experienced 
in  dislodging  it.  It  was  about  half  an  inch  in  length, 
and    was  encrusted  with   a  thick  capsule  of  organic    de- 
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posit.      The  lens  and  iris  were  extensively  stained  with 
steel  rust. 

The  patient  made  a  good  recovery  with  excellent 
vision  (V.  =  9^,  and  J.  2  with  suitable  glasses). 

The  left  eye  was  normal. 

In  connection  Avith  the  subject  of  foreign  bodies  re- 
maining for  a  length  of  time  in  the  globe  without  injurious 
effects  I  may  mention  another  case,  viz.  that  of  a  medical 
man  who  recently  consulted  me,  suffering  from  astigma- 
tism. In  his  right  iris  was  lodged  an  encapsuled  splinter 
of  steel,  which  had  punctured  the  cornea  some  eighteen 
years  previously  while  working  at  a  lathe.  After  the  acci- 
dent he  was  laid  up  with  severe  inflammation  for  a  few 
weeks,  but  had  had  no  trouble  since. 

{October  20th,  1892.) 


2.    Rtqitured  sclera,  concussion  of  lens,  and  detachment  of 
the  retina  without  marked  deterioration  of  vision. 

By  John  Griffith. 

E.  S — ,  fet.  25,  suffering  from  an  injury  to  his  left  eye, 
attended  St.  Mary's  Hospital  on  Friday,  the  28th  October 
last,  under  the  care  of  Mr.  Juler,  with  whose  kind  consent 
I  am  able  to  show  the  patient  to-night. 

History  of  the  injury. — He  said,  "  I  was  bottling  soda 
water  yesterday,  when  one  of  the  bottles  burst,  and  the 
cork  struck  me  in  the  left  eye.  Upon  wiping  it  I  found 
that  it  was  bleeding,  and  everything  I  looked  at  appeared 
blurred  with  that  eye.'' 

Kvter)ial  apiiearance. — The  conjunctiva  was  considerably 
injected  and  chemosed.  The  pupil  was  dilated,  and  did 
not  react  to  light  or  accommodation.  The  natural  con- 
vexity of  the  anterior   part   of  the  globe  appeared  dimin- 
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ished  as  i£  collapsed,  and  the  palpebral  aperture  was 
narrower  than  that  of  the  opposite  side.  Subcapsular 
haemorrhage  was  present  over  the  lower  and  outer  part  of 
the  globe.  Y.  <^  g%,  fingers  easily  counted  at  one  metre 
distance,  T.  —  3  ;  the  globe  was  quite  flaccid. 

There  was  a  decided  local  prominence  interrupting  the 
natural  contour  of  the  globe  about  8  mm.  from  the  sclero- 
corneal  junction  and  midway  between  the  insertions  of 
the  external  and  inferior  recti  muscles,  over  which  there 
was  a  breach  of  continuity  in  the  conjunctival  membrane. 
There  apparently  was  no  communication  between  the 
sclerotic  wound  and  the  external  world,  for  the  slight 
local  hgemorrhage  was  retained  beneath  the  capsule  of 
Tenon.  The  iris,  with  the  exception  of  paralytic  my- 
driasis, was  uninjured.  The  lens  was  in  its  proper  place 
and  transparent ;  there  was  no  tremor  of  the  iris.  The 
anterior  chamber  was  likewise  normal ;  no  hyphtema. 

Internal  appearance. — Upon  retinoscopy  and  by  direct 
ophthalmoscopic  examination  there  was  seen  to  be  con- 
siderable irregular  astigmatism.  The  disc  could  be  best 
seen  with  +  10  D.,  though  even  then  imperfectly,  owing 
to  the  astigmatism.  The  vessels  on  the  fundus  presented 
those  serpentine  movements  so  characteristic  of  irregular 
refraction.  Upon  looking  at  the  lower  and  outer  part  of 
the  fundus  a  distinct  transparent  retinal  detachment  was 
discovered,  but  the  sclerotic  rupture  was  invisible.  There 
was  no  blood  in  the  vitreous,  which  medium  was  perfectly 
transparent  and  devoid  of  opacities.  Upon  examining 
the  cornea  and  lens  with  the  ophthalmoscope  the  position 
of  the  irregular  refracting  surface  appeared  to  be  in  the 
front  of  the  lens, — anyhow,  behind  the  cornea.  I  was 
inclined  to  attribute  it  to  the  vitreous  bulging  forwards, 
assuming  the  lens  to  be  dislocated,  and  seeing  the  fundus 
details  with  +  10  D.  was  certainly  in  favour  of  this  view. 
Another  theory  suggested  was  that  the  cornea  gave  rise 
to  it  from  its  tiaccidity. 

October  29th. — There  was  no  marked  change  from 
yesterday,   though  the   redness   and  chemosis  were  less. 
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V.  <  -^Q,  fingers  easily  counted  ;  T.  —  3  ;  detached  retina 
still  visible. 

November  1st. — V.  =  -^,  T.  —  2  ;  redness  subsiding, 
chemosis  gone.  A  distinct  nodular  swelling  visible  at 
the  lower  and  outer  part  of  the  globe.  The  retinal 
detachment  was  less  distinct. 

4th.— V.  =  g%  c  +  2  D.  sph.  =  3%.  Irregular 
astigmatism  still  present.  T.  n.  The  normal  tension 
having  been  restored  excludes  the  flaccidity  of  the 
cornea  as  tbe  sole  cause  of  the  irregular  astigmation,  and 
since  there  is  no  I'eason  to  doubt  the  lens  being  in  its 
pi'oper  place,  this  irregularity  must  be  due  to  concussion 
of  the  lens  disturbing  the  even  outline  of  its  capsule  in 
front.  This  appears  to  be  the  only  possible  explanation. 
The  retinal  detachment  has  subsided. 

8th. — V.  =  -^^  c  +  1  D.  sph.  =  -^ ;  not  improved 
by  glasses.  The  details  of  the  fundus  are  clearer 
to-day  than  they  have  been  since  the  accident,  and 
can  be  seen  most  distinctly  with  +  1  D.  sph.  The 
irregular  astigmatism  has  disappeared.  No  detachment 
of  the  retina  visible,  but  in  the  extreme  downward  and 
outward  direction  a  rupture  in  the  choroid  is  present, 
exposing  the  white  shining  sclera.  It  can  only  be  seen  in 
part;  the  anterior  extremity  extends  too  far  forwards  to 
be  seen.  The  eyeball  has  regained  its  normal  tension  and 
appearance.  With  the  disappearance  of  the  irregular 
astigmatism  the  fear  of  traumatic  catai-act  is,  in  my  belief, 
at  an  end.  The  nodule  at  the  supposed  site  of  the 
rupture  can  be  distinctly  seen  and  felt.  The  visual  field 
shoAvs  no  limitation  or  scotoma. 

The  eye  has  been  kept  bandaged  ;  bathed  three  times  a 
day  with  Lot.  Hyd.  Perch.  (1  in  5000),  and  atropine  drops 
instilled. 

Reniarhs. — The  interesting  features  in  the  case  are,  I 
consider,  the  following  : 

1.  The  severity  of  the  injury,  with  so  little  permanent 
damage. 

2.  The  subsidence  of  tlie  retinal  detachment. 
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3.  The  concussion  (?)  of  the  lens. 

4.  The  difference  in  the  refraction  at  the   time  of  the 
injury  and  at  the  present  date. 

5.  The  apparent  absence  of  any  blood  within  the  eye- 
ball. 

{Card  specimen.      November  lOth,  1892.) 


3.   A  case  of  probable  rupture  of  the  optic  nerve. 
By  S.  Johnson  Taylor. 

Sodden  blindness  from  injuries  is  frequent  enough,  but 
the  mechanism  of  its  production  is  not  always  clear.  I 
am  bringing  forward  this  case  under  the  impression  that 
its  cause  is  not  of  the  usual  nature. 

C.  C — ,  set.  24,  a  cabinet-maker  residing  in  Norwich, 
was  ou  the  morning  of  the  28th  of  last  October  chopping 
wood  for  kindling  purposes.  In  stooping  down  to  pick  up 
some  chips  the  nasal  half  of  his  right  lower  eyelid  came 
into  contact  with  a  light  piece  of  wood  about  2  feet  8  inches 
long  which  he  had  just  dislodged  with  its  base  resting  on 
the  ground,  and  the  flattened  apex  1  cm.  long  by  f  cm. 
wide  sloping  slightly  towards  him  ;  it  struck  him  a  little 
obliquely,  not  quite  end-on. 

The  blow  was  a  violent  one,  as  he  says  it  nearly  knocked 
him  backwards,  though  it  did  not  stun  him.  He  was  quite 
collected,  and  his  first  impression  was  that  it  had  burst 
his  eyeball. 

He  is  a  most  sensible  and  intelligent  young  man,  and 
immediately  after  the  accident  he  tested  the  V.  of  the 
injured  eye,  covering  up  his  sound  one,  and  found  it 
totally  blind,  and  thus  it  has  remained  since. 

He  does  not  think  the  bone,  i.  e.  the  orbital  rim, 
was  struck  ;  the  soreness  following  was  only  that  of  the 
skin  wound,  and,  with  the  exception  of  an  apparently  super- 
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ficial  cuticular  wound,  it  was  only  followed  by  a  very 
slight  streak  of  discoloration  in  the  skin  of  the  lower 
lid.  No  headache  or  sickness  ensued ;  indeed,  he  imme- 
diately after  went  off  to  his  occupation,  but  got  on  so 
slowly  with  his  single  eye,  and  was  so  often  thinking  about 
the  injury,  that  later  on  in  the  day  he  gave  up  work  and 
consulted  a  doctor,  who  prescribed  cold  water  applications 
and  gave  him  some  medicine. 

I  first  saw  him  five  days  later,  viz.  November  2nd,  when 
I  found  in  the  skin  of  his  right  lower  lid  a  slight  hori- 
zontal scar  ;  the  eye  had  been  tied  up  and  was  a  little 
weak  and  watery-looking ;  there  was  no  P.  L. ;  the  direct 
pupillary  reflex  was  absent,  the  indirect  reflex  was  well 
marked ;  the  power  of  convergence,  though  he  says  it 
had  always  been  a  good  eye  before  with  no  strabismus, 
was  defective,  but  the  P.  contracted  during  such  efforts 
at  convergence  ;  the  T.  —  ? 

There  was  no  swelling  of  lid  or  conjunctiva  ;  the 
movements  were  all  good  except  that  the  eye  did  not 
quite  reach  the  external  canthus  during  extreme  abduc- 
tion ;  and  during  horizontal  movements  of  the  globe,  espe- 
cially from  right  to  left,  there  was  a  momentary  pain 
across  the  eye. 

On  ophthalmoscopic  examination  the  media  were  per- 
fectly clear;  there  was  slight  haze  just  in  the  neighbour- 
hood of  the  0.  D.,  the  margin  of  which  was  ill  defined  ; 
the  upper  third  of  the  disc  was  concealed  by  a  patchy 
haemorrhage  which  passed  a  little  way  into  the  retina 
above  and  obscured  the  vessels  ;  the  retinal  veins  were 
rather  tortuous  and  dark,  the  arteries  normal ;  stretching 
outwards  from  the  disc,  bounded  below  by  the  superior 
macular  and  above  by  a  branch  of  the  superior  temporal 
vessels,  was  an  elongated  patch  of  whitish  haze  extending 
to  a  little  beyond  the  Y.  S.  region  and  above  it ;  there 
was  no  evidence  of  any  other  hccmorrhage  or  effusion  or 
of  rupture  of  retina  or  choroid  ;  in  other  words,  the  oph- 
thalmoscopic condition  was  utterly  insufficient  to  account 
for  the  blindness. 
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On  November  7th  I  noted  very  slight  ptosis  of  right 
side,  which  may  possibly  have  been  there  always  ;  the  eye 
diverged  still  more  during  efforts  at  convergence ;  the 
haemorrhage  on  disc  and  retina  was  almost  gone,  and  the 
retinal  haze  was  less. 

On  November  14th  the  retinal  patch  of  haze  was  less 
evident ;  the  haemorrhage  on  O.  D.  and  into  retina  was 
quite  gone,  but  I  could  now  make  out  small  blurred  haemor- 
rhages just  above  the  disc,  but  certainly  beneath  the 
retinal  vessels  and  probably  choroidal ;  they  are  still  pre- 
sent, and  it  was  not  until  November  28th,  a  calendar 
month  exactly  from  the  date  of  the  injuiy,  that  I  noticed 
any  change  in  the  disc ;  it  was  then  distinctly  paler  than 
natural,  and  both  arteries  and  veins  were  diminished  in 
size  ;  the  oval  patch  of  hazy  retina  had  left  only  a  faintly 
stippled  condition  at  its  outer  limit. 

That  is  my  case,  as  our  legal  friends  would  put  it,  but 
the  difficulty  lies  in  the  interpretation  of  the  facts. 

The  man  is  clearly  blind,  that  blindness  was  the  imme- 
diate result  of  a  traumatism  ;  there  is  nothing  in  the  eye 
itself  to  at  all  account  for  it ;  the  direct  reflex  is  entirely 
absent ;  the  cause  must  lie  in  the  optic  nerve,  and  as  I 
believe  haemorrhage  into  the  sheath  thereof  would  not 
account  for  the  facts,  I  take  it  that  the  nerve  has  been 
ruptured  or  torn  across. 

How  has  that  happened  ?  Has  fracture  taken  place 
through  the  optic  foramen  ?  I  believe  not ;  the  im- 
pact was  not  upon  the  orbital  rim  or  any  part  of  the 
bone,  and  I  imagine  that  fracture  through  the  optic 
foramen  would  be  followed  by  some  slight  amount  of 
headache  or  brain  disturbance,  and  would  require  a  heavier 
force. 

Did  the  piece  of  wood  penetrate  deeply  into  the  orbit 
and  tear  through  the  nerve  itself  ?  I  think  not, 
though  I  know  full  well  extraordinary  cases  of  foreign 
bodies  lodging  in  the  orbit  have  been  recorded  ;  indeed, 
one  is  almost  tempted  to  think  that  the  orbit  was  made 
for  the  reception  of  foreign  bodies,  just  as  the  University 
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of   London   was   said  to   have    been  created  as  a  special 
refuge  for  a  certain  distinguished  statesman. 

The  skin  wound  was  clearly,  from  the  state  of  the  scar, 
a  superficial  one  ;  had  this  comparatively  light  piece  of 
wood  penetrated  so  far  in  spite  of  its  bluntness  it  would 
probably  have  struck  in  and  required  pulling  out,  and 
sui-ely  there  would  have  then  been  more  evidence  of 
haemorrhage,  oedema,  bruising,  or  perchance  of  consider- 
able interference  with  some  of  the  muscles,  as  the  inferior 
or  internal  rectus. 

The  patient  tells  me  his  first  impression  was  that  the 
eye  was  burst;  it  appears  to  have  received  the  brunt  of  the 
blow,  but  somewhat  obliquely  so,  and  my  interpretation  of 
the  facts  is  that  either  the  eye  was  forcibly  and  rapidly 
rotated  upwards,  thus  putting  the  optic  nerve  so  suddenly 
and  so  severely  on  the  stretch  that  it  gave  way,  or  that 
the  end  of  the  wood  carrying  the  lower  lid  with  it  in- 
sinuated itself  with  wedge-like  action  between  the  globe 
and  lower  margin  of  orbit,  produced  sudden  and  extreme 
proptosis  of  the  globe,  and  the  nerve,  then  extremely  over- 
stretched, gave  way. 

I  do  not  think  a  jamming  backwards  of  the  globe  would 
produce  this  effect,  and  I  incline  to  the  belief  that  rapid 
and  extreme  rotation  of  the  organ  was  really  the  cause, 
snapping  across  the  nerve  just  as  the  stalk  of  a  pear 
might  be  similarly  broken. 

{December  8th,  1892.) 

Mr.  Frost  mentioned  a  somewhat  similar  case  in  which 
the  eye  received  a  blow,  and  the  next  day  the  patient 
discovered  that  he  could  not  sec  with  it.  There  was  a 
slight  wound  of  the  lower  lid  as  in  the  case  referred  to, 
from  which  protruded  something  that  looked  like  a  clot 
of  blood.  With  the  probe,  however,  it  was  hard,  and  it 
turned  out  to  be  a  piece  of  the  stem  of  a  pipe.  In  this 
case  there  were  no  ophthalmoscopic  signs  until  some 
weeks  later,  when  atrophy  of  the  disc  supervened.  He 
suggested   that   the   entrance  of  a  foreign   body  that  had 
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cut  across  the  optic  nerve  was  a  far  more  probable  ex- 
planation. He  could  not  conceive  of  the  nerve  being  cut 
or  torn  by  forcible  rotation  without  greater  injury  to  the 
eyeball.  He  pointed  out  that  it  was  often  very  difficult 
to  make  out  that  a  foreign  body  had  penetrated  the 
orbit ;  the  orbital  fat  closed  over  it,  and  it  became  lost 
to  view. 

Mr.  Taylor,  in  reply,  did  not  see  that  these  cases  had 
anythiug  to  do  with  the  one  he  had  brought  forward. 
Three  of  them  were  clearly  due  to  direct  injury.  He  did 
not  see  in  what  way  Mr.  Wray's  case  could  be  made  to 
bear  upon  the  subject.  What  he  wanted  to  know  was 
whether  it  were  necessary  in  sudden  blindness  following 
an  injury  to  assume  that  it  must  be  due  to  one  of  three 
causes,  viz.  fracture  of  the  bony  optic  foramen,  direct 
injury  of  the  nerve  by  penetration,  or  haemorrhage  into 
the  sheath  of  the  nerve.  Everything  appeared  possible 
in  medicine  and  surgery,  and  he  thought  it  quite  possible 
that  sudden,  forcible  rotation  of  the  eyeball  might  have 
caused  rupture  of  the  optic  nerve  apart  from  direct  appli- 
cation of  injury,  of  which  there  was  no  evidence. 


4,    Peculiar  track  and  lodgment  uf  a  fragment  of  steel,  and 
its  removal  from  the  vitreous. 

By  J.  Tatham  Thompson,  M.B. 

Thomas  T —  was  admitted  into  the  Cardiff  Infirmary 
on  June  8th,  1892  ;  sent  by  Dr.  Webster,  of  Merthyr.  He 
gave  the  following  history.  Three  weeks  before,  whilst 
chipping  some  steel  at  a  dull  red  heat  by  means  of  a  cold 
chisel,  a  fragment  of  the  latter,  as  he  believed,  struck  him 
on  the  left  eye.  He  wiped  away  a  few  drops  of  blood 
from  the  eye,  and  got  the  foreman  to  look  for  any  foreign 
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body,  but  without  success,  and  lie  went  on  witli  his  work. 
He  was  conscious  during  the  next  fortnight  of  a  mistiness 
in  the  right  eye,  and  at  the  end  of  that  time  had  to  give 
up  his  work  owing  to  photophobia  and  slight  pains. 

He  consulted  Dr.  Webster  a  few  days  later,  who  sent 
him  on  to  Cardiff  with  a  letter,  stating  he  thought  he 
could  make  out  the  presence  of  a  foreign  body  in  the 
vitreous. 

On  examination  small  cicatrices  wei*e  found  near  the 
lower  margin  of  the  left  upper  lid  on  both  surfaces  where 
the  fragment  had  passed  through  the  lid  ;  a  small  cicatrix 
also  in  the  sclerotic  about  7  mm.  from  the  corneo-sclerotic 
junction,  and  3  mm.  above  a  line  drawn  horizontally 
through  the  centre  of  the  pupil.  The  iris  muddy,  and  of 
a  greenish  colour  ;  ciliary  region  congested,  and  slight 
engorgement  of  the  vessels  of  the  conjunctiva. 

The  pupil  dilated   (atropine  mydriasis)  but  clear. 

V.    R.  E.   =  f§,  J.  1.     T.n.    L.  E.,  f §  ?    J.  4.    T.  n. 

By  oblique  illumination  a  metallic-looking  substance 
could  be  distinguished  standing  almost  vertically  a  little 
to  the  right  of  the  middle  line,  and  apparently  close  to  the 
posterior  capsule  of  the  lens. 

Ophthalmoscopic  examination  showed  the  aqueous  and 
lens  clear,  slight  turbidity  of  the  vitreous,  and  the  foreign 
body  a  linear  fragment  of  metal  standing  upright  in  the 
vitreous,  its  lower  extremity  embedded  in  a  mass  of 
lymph.  To  make  quite  certain  of  its  nature  the  pole  of 
the  electro-magnet  was  brought  near  the  eye,  and  each  time 
the  fragment  came  into  the  range  of  the  magnetic  field 
the  upper  end  could  distinctly  be  seen  to  sway  towards  it. 

A  perimetric  chart  taken  that  day  showed  an  indenta- 
tion of  the  field  at  the  upper  and  nasal  side. 

The  next  day,  June  9th,  the  eye  was  cocainised,  and  the 
patient  put  under  the  influence  of  ether,  a  flap  of  con- 
junctival and  subconjunctival  tissue  raised,  exposing  the 
sclerotic  a  little  to  the  outer  side  of  the  insertion  of  the 
inferior  rectus  tendon,  and  a  small  incision  made  with  a 
Graefe's  knife.      Into  this  the  pole  of  the  electro-magnet 
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was  inserted^  and  when  the  circuit  was  completed  a  dis- 
tinct contact  was  felt^  and  the  ''  click ''  heard  by  the 
assistants.  On  attempting  to  withdraw  it  considerable 
resistance  was  offered^  and,  as  I  thought  that  possibly  the 
fragment  was  in  contact  by  its  middle  and  lying  across 
the  incision,  the  circuit  was  broken  and  the  pole  with- 
drawn and  reintroduced  a  little  to  one  side  :  contact  was 
again  made,  and  this  time  the  pole  was  readily  withdrawn, 
bringing  the  fragment  in  tow,  the  contact  having  been 
made  at  its  extreme  lower  end.  Only  a  bead  of  vitreous 
escaped.  The  conjunctival  flap  was  sewn  over  the  wound 
after  careful  cleansing,  and  a  light  compress  applied. 

The  fragment,  which  was  dull  but  clean,  proved  to  be 
11  mm.  long  by  2  mm.  in  its  widest  part,  and  weighed 
*037  grm. 

The  patient  had  some  pain  a  few  hours  after  the  opera- 
tion, and  morphia  was  injected  :  he  passed  a  good  night, 
and  was  free  from  all  pain  in  the  morning.  The  eye  was 
dressed  twenty-four  hours  after  the  removal,  and  he  ex- 
pressed himself  as  seeing  very  fairly,  but  no  accurate  test 
was  attempted.  There  was  very  little  inflammatory 
reaction. 

June  11th. — Still  going  on  well. 

12th. — Counted  fingers  at  sixteen  feet,  and  read  J.  4. 

16th.— R.  E.  1^,  J.  1.  L.  E.  fg,  J.  4.  On  ophthal- 
moscopic examination  there  was  still  slight  turbidity  of 
vitreous.  On  directing  the  patient  to  look  down  a  sort  of 
scaifolding  of  lymph  could  be  seen,  which  had  surrounded 
the  base  of  the  fragment.  No  detachment  of  retina  could 
be  made  out.  He  left  the  Infirmary  on  June  18th,  and  at 
that  time  L.  E.  V.  =  fg,  J.  4.  A  perimetric  chart  taken 
on  16th  showed  a  considerable  restoration  of  the  blind  area 
in  the  field. 

Two  points  in  the  case  appear  to  deserve  special  notice. 
Firstly,  the  track  of  the  missile.  The  man  described  the 
position  in  which  he  was  working  at  the  time  as  bending 
over  and  looking  down;  the  fragment  passed  practically 
at  right  angles  to  the  lid  surface,  and  yet  when  first  seen 
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was  lying  with  its  long  axis  parallel  with  the  skin  surface. 
It  would  appear  as  though  the  fragment  had  turned  com- 
pletely over  in  its  course  immediately  after  entering  the 
vitreous  chamber.  The  second  point  is  the  way  in  which 
the  eye  tolerated  the  introduction  and  presence  of  this 
large  foreign  body  in  such  a  position  and  for  so  long  a 
time.  In  many  of  these  cases  of  foreign  bodies  in  the 
vitreous,  where  they  become  coated  with  lymph  and  are 
setting  up  no  inflammatory  trouble,  I  quite  agree  that  it 
is  often  wisest  to  let  them  alone,  but  in  this  case  it 
seemed  as  though  serious  mischief  was  commencing,  and 
the  subsequent  result  I  think  justified  the  interference. 

I  may  add  that  I  saw  the  patient  again  some  weeks 
after  the  operation,  when  he  informed  me  he  had  been  at 
work  as  usual,  and  could  not  have  known  there  was  any 
deficiency  in  his  sight.  [March  9th,  1893.) 


5.   Passage  of  a  leaden  i:)ellet  through  eyeball,  with 
retention  of  perfect  sight. 

By  Simeon  Snell. 

A.  B — ,  a  youth  aet.  16,  was  brought  to  me  on  the 
afternoon  of  August  30th  last  year  (1892).  Just  two  hours 
before  (1  p.m.)  he  had  sustained  a  serious  accident  to 
the  right  eye.  He  and  three  other  boys  were  playing 
together  ;  two  had  air-guns,  and  the  others  were  throwing 
things  about  at  each  other  out  of  doors.  The  patient 
went  into  a  little  hut  which  was  in  the  garden,  and  when 
peeping  out  of  it  was  shot  in  the  I'ight  eye  by  a  pellet 
from  one  of  the  air-guns.  He  was  at  once  taken  to  Dr. 
C.  Booth,  of  Chesterfield,  where  the  boy  resided,  and  he 
sent  him  on  to  me. 

On  examining  the  eye  a  tear  was  discovered  in  the 
conjunctiva  on  the  inner  side,  and  on  separating  this  back 
a   corresponding   wouud    was   found  in  the  sclerotic.      It 
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was  a  rounded  orifice,  just  sucli  a  one  as  a  pellet  of  the 
description  used  would  occasion,  and  it  would  apparently 
have  readily  admitted  a  lachrymal  probe  say  of  3  mm. 
bore.  Vitreous  had  escaped,  but  it  appeared  only  to  have 
done  so  in  small  quantity.  It  was  not  deemed  advisable 
to  pass  any  probe  into  the  wound.  There  was  some 
haemorrhage  into  the  interior  of  the  globe,  which  materially 
interfered  with  examination  for  the  presence  of  a  foreign 
body.  It,  however,  appeared  only  too  likely  that  the 
pellet  was  retained  in  the  globe  ;  in  fact,  a  prognosis  in 
accordance  with  such  a  belief  was  given,  and  the  question 
of  enucleation  was  left  over  to  the  following  day,  until  I 
could  interview  the  father  of  the  lad.  Atropine  and  iced 
pad  were  prescribed. 

The  next  day  the  eyeball  had  recovered  its  normal 
tension,  and  the  wound  in  conjunctiva  was  looking  well 
and  was  not  disturbed.  The  vitreous  had  a  little  cleared, 
and  now  a  medium-sized  haemorrhage  in  the  situation  of 
the  optic  papilla  was  made  out  indistinctly.  There  ap- 
peared nothing  to  call  for  immediate  enucleation,  and  it 
was  put  off  for  consideration  from  day  to  day. 

It  will  suffice  further  to  say  that  the  vitreous  gradually 
became  clear,  and  it  became  evident  that  no  foreign  body 
was  situated  in  the  interior  of  the  globe.  It  was,  more- 
over, rendered  probable  that  the  pellet  which  had  entered 
the  eyeball  through  the  sclerotic  on  the  inner  side  had 
passed  out  again  close  to  the  optic  disc  on  its  inner  side. 
Vision  further  improved  within  a  few  days  after  the  ac- 
cident, and  gradually  returned  to  practically  normal  sight. 

At  the  present  time,  nearly  nine  months  after  the 
accident,  he  reads  J.  1  readily,  and  V.  =  ^.  He  says  it  is 
as  good  really  as  the  other  eye.  Corresponding  to  the 
sclerotic  wound  the  ophthalmoscope  reveals  a  large 
whitish  area,  relieved  with  pigmentation,  especially  along 
its  edges.  It  reaches  from  the  periphery  up  to  the 
distance  of  about  three  diameters  of  the  optic  disc  from 
the  papilla.  Situated  also  a  little  distance  from  the  disc 
on  the  inner  side  is  a  small  irregularly  pigmented  patch  ; 
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over  it  runs  an  artery,  and  it  would  appear  that  the 
hsemorrhage  visible  just  after  the  accident  was  occasioned 
by  the  pellet  cutting  through  the  vessel  as  it  made  its  way 
out  of  the  globe.      The  field  of  vision   showed   a  defect 


Fig.  26. 


correspondiug  to  the  sclerotic  wound  of  entrance  of  pellet, 
but  the  place  of  exit  merely  rendered  the  blind  spot  some- 
what larger.  {May  Uli,  1893.) 


6.   Bullet  wound  cautiing  uphthahnuplegia  interna  and 
externa  ivith  anietithesia  of  cornea. 

By  E.  Kenneth  Campbell. 

Admitted  to  St.  Mary's  Hospital,  and  seen  by  Mr. 
Silcock  immediately  after  (eight  weeks  ago),  suffering 
from  shock  and  pain  in  the  head,  eyeball  proptosed, 
immobile,  and  partial  ptosis  ;  also  sightless  (no  P.  L.). 
Bullet    (lead   and    round)    smashed   the   lachrymal    bone, 
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there  being  bleeding-  from  the  nose  ;  its  track  ran  back- 
Avards  towards  the  apex  of  orbit,  but  it  could  not  be  felt. 
The  retina  and  optic  disc  two  days  after  admission  were 
ischemic,  and  the  globe  still  immobile.  The  pupil  did 
not  contract  to  light  (some  consensual  contraction  with 
accommodation).  Wound  healed  readily.  Atrophy  of 
optic  disc,  but  vessels  normal. 

{Card  specimen.      June  8th,  1893.) 


7.    Rupture  of  choroid  vnth  •perforation  of  the  iris. 
By  Frank  Haydon. 

Early  in  December,  1892,  this  patient  was  struck  by  a 
stone  in  the  right  eye. 

A  week  afterwards  he  came  to  the  hospital,  his  condi- 
tion then  being  as  follows  : 

The  cornea  was  wounded  on  the  outer  side,  with  hsDmor- 
rhage  into  the  anterior  chamber ;  the  iris  was  obscured, 
and  the  fundus  could  not  be  seen  with  the  ophthalmoscope. 

When  the  media  became  clearer  a  small  perforation  was 
observed  on  the  outer  side  of  the  iris,  which  has  remained 
patent;  the  iris  was  now  tremulous  and  the  lens  hazy. 

On  ophthalmoscopic  examination  a  large  rupture  of  the 
choroid  outwards  was  observable  with  opacity  of  the 
vitreous.  The  shape  of  the  rupture  is  peculiar,  being 
more  or  less  triangular  in  form,  the  sides  of  the  angles 
being  prolonged. 

[Living  specimen.      June  8th,  1893.) 


8.   On  the  combined  method  of  cataract  extraction. 

By  Henry  R.  Swanzy. 

In  this  communication  I  desire  to  advocate  the  com- 
bined method  for  the  extraction  of  cataract,  and  to  report 
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on    100  consecutive  operations    for   uncomplicated    senile 
cataract  by  that  method. 

For  some  years  past  ophthalmological  journals,  societies, 
and  international  meetings  have  teemed  with  papers  in 
praise  of  the  simple  method  of  extraction,  while  anything 
in  favour  of  the  combined  method  has  rarely  been  heard. 
So  much  so  is  this  the  case,  that,  I  believe,  if  one's  know- 
ledge of  ophthalmic  work  were  derived  from  journals 
and  the  reports  of  societies  alone,  it  might  almost  be  con- 
cluded that  the  combined  operation  had  fallen  into  desue- 
tude, and  yet  I  venture  to  think  it  really  is  the  method  most 
in  use.  Be  this  as  it  may,  I  am  myself  so  content  with 
the  combined  method  that  I  have  not  yet  been  induced 
to  abandon  it,  and  I  wish  now  to  show  why  my  allegiance 
has  remained  unshaken. 

The  series  (see  table  at  end  of  paper)  of  100  consecu- 
tive extractions  of  uncomplicated  senile  cataracts,  which 
I  now  report,  is  directly  continuous  with  a  series  of  100 
operations  by  the  same  method,  which  I  reported  to  the 
surgical  section  of  the  Royal  Academy  of  Medicine  in 
Ireland  on  the  21st  February,  1890. 

During  the  period  which  the  present  series  covers  I 
operated  on  thirty  other  eyes  for  cataract.  These  were 
cases  of  complicated  senile  cataracts,  traumatic  cataracts, 
zonular  cataracts,  and  one  case  operated  on  by  another 
method  (preliminary  iridectomy).  I  have  not  included 
these  cases  in  the  series  of  100,  because  to  do  so  would 
obviously  detract  from  the  value  of  the  conclusions  to  be 
drawn  from  the  statistics.  The  question  we  want  to 
answer  is,  what  is  the  best  operation  with  which  to  restore 
good  and  permanent  sight  to  the  greatest  number  of 
people  afflicted  Avith  cataract  ?  How  many  cases  must  we 
operate  on  in  which  it  is  impossible  that  any  operation 
could  restore  good  vision  !  as,  for  example,  cases  compli- 
cated with  central  senile  chorioiditis,  some  cases  with 
detached  retina,  some  with  nebulous  cornea,  and  so  on. 
If  wc  include  these,  and  such  like  cases  in  the  statistics 
of  cataract  operations,  wo  vitiate  those  statistics,  to  the 
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detriment  of  tlie  operation  which  may  be  on  its  trial.  We 
may,  for  instance,  perform  an  operation  on  an  eye  with 
central  senile  chorioiditis  which,  in  respect  of  operation  and 
healing  process,  is  absolutely  faultless,  and  yet,  by  reason 
of  the  chorioidal  disease,  the  resulting  vision  enables  the 
case  to  be  classed  as  a  partial  success  only.  Again,  in 
traumatic  cataracts,  the  traumatism  often  extends  to  other 
parts  of  the  eye  than  the  lens,  and  this  is  liable  to  militate 
against  the  success  of  any  operation  for  the  extraction  of 
the  cataract,  by  reducing  the  vision  obtained,  or  by  pro- 
moting inflammatory  reaction  during  the  healing  process. 
This  series,  in  short,  includes  extractions  done  by  this  one 
method  alone  on  uncomplicated  senile  cataracts,  or  on  those 
with  slight  complications  (e.  g.  very  slight  corneal  nebulae 
or  slight  opacities  in  the  vitreous  humour),  which  would 
not  of  themselves  materially  interfere  with  vision. 

But,  while  it  would  not  be  right  to  include  in  this  series 
the  classes  of  cases  referred  to,  I  shall  append  them  to  this 
paper  in  a  separate  table,  so  that  there  may  be  no  mis- 
apprehension in  respect  of  them. 

Now  as  regards  the  vision  obtained  in  this  series  of 
100  cases,  it  was  as  follows  : 

Inle%. 
In  3  P.  L. 

Reckoning,  as  Prof.  Knapp  and  others  do,  V.  of  -^ 
and  more  as  good  results,  V.  of  ^  to  g%  as  partial  results, 
and  P.  L.  as  failure,  there  have  been  in  this  series  95 
good  results,  two  partial  results,  and  three  failures. 

As  regards  the  three  failures,  the  first  (No.  15)  was 
due  to  iritis  following  on  an  operation  rendered  difiicult 
from  the  indocility  of  the  patient ;  haemori'hage  in  the 
anterior  chamber  occurred,  aud  finally  the  cataract  had 
to  be  delivered  with  the  vectis,  but  without  loss  of 
vitreous  :  iritis  supervened,  and  caused  a  closed  pupil. 
The  second  failure  (No.  88)  was  in  an  eye  in  which  the 
delivery  was  difficult  owing  to  the  large  size  of  the  lens  : 
it  would  have  been  better  to  have  enlarged  the  incision  ; 
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severe  plastic  iritis  ensued.  The  third  failure  (No.  94) 
was  in  an  eye  in  which  a  normal  operation  was  performed, 
but  iritis  came  on  :  two  months  later  V.  was  -3-g,  a  good 
result,  but  the  pupil  was  small  and  somewhat  occluded 
with  capsule.  I  then  performed  a  capsulotomy,  but,  owing 
to  the  smallness  of  the  pupil,  the  result  was  negative. 
About  three  weeks  later  I  did  an  iridotomy  which  in- 
cluded the  capsule  :  no  inflammatory  reaction  followed 
immediately  on  this  operation,  but  about  fourteen  days 
later  irido-cyclitis  came  on,  and  vision  was  reduced  to 
P.  L.  I  regret  I  was  not  content  with  the  -^g  first  ob- 
tained, or  that  I  did  not  postpone  the  secondary  operations 
to  a  much  later  period. 

In  respect  of  the  two  partial  results,  the  first  (No.  10) 
is  noted  as  being  discharged  with  "  much  capsule,  to 
return,"  but  the  patient  has  not  been  seen  since.  Pro- 
bably a  capsulotomy  here  would  elevate  the  case  amongst 
the  good  results.  The  second  partial  result  (No.  89)  was 
an  eye  in  which  there  were  slight  cortical  remains  left. 
Five  weeks  later  a  capsulotomy  was  performed,  and  this 
was  followed  by  much  irritation,  with  high  tension  for  ten 
days.  A  week  after  this  had  subsided,  a  second  capsulo- 
tomy was  made,  the  opening  produced  by  the  first  being 
unsatisfactoi'y,  and  this  again  was  followed  by  high  tension, 
with  cloudy  aqueous,  pericorneal  injection,  and  pain.  The 
patient  was  discharged  a  fortnight  later,  the  eye  being 
quiet.  Here,  too,  I  believe  I  hurried  with  the  secondary 
operations  too  much. 

As  regards  the  good  results,  the  vision  noted  is  that  taken 
when  the  patient  was  last  seen.  This  was  very  often  within 
a  month  after  the  extraction  had  been  performed,  and, 
in  that  circumstance,  it  is,  I  think,  satisfactory  to  find  that 
eighty-one  cases  obtained  a  visual  acuity  of  yw  ^^'  i^o^'e, 
the  remaining  fourteen  cases  obtaining  from  -^^J  to  2^. 

The  cataracts  were  all  either  ripe  or  nearly  ripe.  I  do 
not  operate  on  half-ripe  cataracts ;  yet  by  maturity  I  do 
not  mean,  in  every  case,  complete  opacity. 

The    accidents   which   occurred   during   the    operation 


COMBINED    METHOD    OF    CATARACT    EXTRACTION.  169 

were  few.  Loss  of  vitreous  liuroour  occurred  only  twice 
(Nos.  21  and  45),  and  that  in  small  quantity.  Once  (No. 
41)  tlie  vitreous  humour  presented  in  the  wound^  but 
returned  without  loss.  In  two  instances  (Nos.  35  and 
46)  the  sphincter  iridis  was  not  included  in  the  iridectomy. 
In  one  of  these  cases  (No.  35)  it  was  afterwards  seized 
with  the  forceps  and  excised  ;  in  the  other  it  was  left 
standing.      The  event  is  one  of  no  importance. 

Haemorrhage  into  the  anterior  chamber  to  such  an  extent 
as  to  interfere  materially  with  the  operation  or  healing  pro- 
cess took  place  three  times  (Nos.  15,  52,  and  76).  In  one  of 
these  cases  it  is  noted  as  occurring  after  the  iridectomy  ; 
its  source  in  the  other  two  cases  is  not  noted.  But  there 
was  slight  heemorrhage  into  the  anterior  chamber  in  a 
good  many  other  cases,  of  which  no  note  was  made,  as  it 
was  insignificant  in  amount.  Yet,  it  must  be  admitted, 
that  even  a  slight  bleeding  into  the  anterior  chamber 
renders  the  division  of  the  capsule  a  more  difficult  step 
than  it  otherwise  is.  It  seems  to  be  very  generally  ac- 
cepted that  the  source  of  the  bleeding  in  this  operation  is 
always  the  iris,  and  this  is  put  forward  as  a  disadvantage 
of  the  combined  method.  But  that  is  not  my  experience. 
I  find  that  in  a  very  few  cases  bleeding  from  the  iris  does 
take  place,  but  that  by  far  its  most  common  source  is  the 
corneal  limbus. 

Once,  in  its  passage  across  the  anterior  chamber,  the 
point  of  the  knife  became  engaged  in  the  iris,  but  was 
immediately  disengaged  without  further  trouble. 

The  section  was  made  slightly  too  short  in  four  cases 
(Nos.  59,  76,  88,  and  96).  In  two  of  these  (Nos.  59  and 
96)  it  was  extended  with  the  aid  of  scissors ;  in  the  two 
other  cases  this  was  not  done.  Of  the  two  cases  in  which 
the  wound  was  extended,  the  healing  process  in  one  (No. 
59)  proceeded  normally,  while  in  the  other  (No.  96)  there 
was  slight  inflammatory  reaction  of  the  uveal  ti-act, 
although  not  any  recognisable  iritis.  Of  the  two  cases  in 
which  the  wound  was  not  enlarged,  the  healing  process  in 
one  (No.  76)  was  normal,  but  in  the  other  (No.  88)  severe 
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plastic  iritis  came  on^  resulting  in  a  closed  pupil — and  this 
was  one  of  tlie  failures. 

Some  cortex  was  left  behind  twenty-seven  times,  but, 
except  in  tliree  cases  (Nos.  12,  24,  and  34),  it  was  quite 
insignificant  in  amount,  and  carried  with  it  no  unpleasant 
consequences  for  the  eye.  In  one  (No.  12)  of  these  three 
cases  high  tension  came  on  about  four  weeks  later,  neces- 
sitating a  linear  incision  in  the  upper  part  of  the  cornea, 
through  which  much  cortex  was  evacuated.  The  case 
then  went  on  smoothly,  and  obtained  -j^g-  of  vision.  In 
the  second  case  (No.  24)  a  discission  of  the  cortical 
remains  was  practised  twelve  days  after  the  extraction, 
and  the  patient  was  ultimately  discharged  with  -^  of 
vision.  In  the  third  case  (No.  34)  the  cortical  remains  in 
swelling  pushed  the  iris  forwards,  and  occasioned  much 
irritation,  which  required  leeching  about  the  twelfth  day. 
All  the  cortex  was  absorbed  by  the  twenty-first  day,  and 
the  vision  obtained  was  |-. 

A  curious  complication,  if  I  may  so  term  it,  of  the 
operation  was  experienced  in  two  (Nos.  13  and  91)  of  the 
series,  namely,  reflex  vomiting.  The  patients  were  women, 
one  fifty,  the  other  sixty-three  years  of  age.  They  were 
both  very  docile,  and  were  not  apparently  excited  or 
anxious  about  their  operations.  In  one  of  the  cases 
(No.  13)  the  vomiting  continued  for  some  hours  after  the 
patient  got  to  bed,  and  caused  an  irregularity  in  the  heal- 
ing process  which  I  shall  refer  to  presently.  In  the  other 
case  (No.  91)  no  harm  resulted.  This  cuncludes  the  list 
of  accidents,  irregularities,  and  complications  of  the  opera- 
tion which  occurred  in  this  100  cases. 

And  now,  in  respect  of  the  healing  pi'ocess.  There 
was  not  a  single  case  of  suppuration.  My  aseptic  mea- 
sures or  antiseptic  precautions,  whichever  they  may  best 
be  called,  are  as  follows  : — The  patient's  face  is  washed 
with  hot  water  and  soap  just  before  the  operation.  After 
he  is  on  the  couch,  and  the  eye  has  been  cocainized,  I 
evert  the  lids,  and  wash  and  wipe  out  the  conjunctival 
sac  with  a  bit  of  lint  previously  boiled  in  sublimate  lotion, 
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1  in  lOjOOO,  and  now  wet  with  the  same  lotion.  Special 
attention  is  paid  in  the  wiping  and  washing  to  the  upper 
and  lower  conjunctival  fornix,  and  to  the  inner  canthus. 
Then  the  outside  of  the  lids,  and  particularly  their  margins 
and  the  eyelashes,  are  wiped  and  washed  with  the  sub- 
limate lotion.  This  lotion,  too,  is  employed  all  through 
the  operation,  with  boiled  morsels  of  lint  for  wiping  away 
coagula  and  debris.  The  instruments  are  boiled  for 
several  minutes  before  use,  and  then  laid  in  a  bath  of 
solution  of  hydronaphthol,  1  in  1200,  out  of  which  I  take 
them  for  use.  The  blade  alone  of  the  knife  is  plunged 
in  boiling  water  for  a  minute  or  two,  as  the  handle  is  of 
ivory.  The  dressing  consists  of  a  bit  of  lint  next  the  eye, 
and  over  this  a  layer  of  absorbent  cottonwool.  Both  lint 
and  wool  have  been  boiled  in  the  sublimate  lotion,  and  are 
wet  with  it  when  laid  on  the  eye.  Over  them  is  placed  a 
piece  of  oiled-silk  protective,  large  enough  to  extend  half 
an  inch  beyond  the  dressing  all  round.  This  serves  to 
keep  the  dressings  moist,  and,  as  I  think,  to  retain  their 
antiseptic  qualities.  The  dressings  are  kept  in  their  place 
by  means  of  a  roller  bandage  which  goes  three  times 
across  the  eye.  The  bandage  is,  of  course,  clean ;  but 
it  has  not  been  subjected  to  any  sterilising  process.  All 
eye-drops  are  made  with  sublimate  solution,  1  in  10,000, 
but  are  not  further  sterilised.  I  am  aware  that  many 
surgeons  adopt  much  more  elaborate  precautions  than 
these,  and  it  is  no  doubt  better  to  do  more  than  enough 
in  this  direction,  rather  than  to  fall  short  of  what  is  neces- 
sary. It  would  seem,  however,  that  the  measures  I  have 
used  are  sufficient. 

As  regards  iritis.  I  have  not  noted  the  number  of 
cases  in  which  there  were  some  adhesions  between  the 
iris  and  the  capsule,  for  of  course  such  adhesions  are  of 
no  consequence.  More  or  less  serious  plastic  iritis  occurred 
in  six  cases  (Nos.  15,  18,  52,  88,  90,  and  94).  In  three 
of  these  (Nos.  18,  90,  and  94)  the  operation  was  normal; 
and  of  these  three,  two  (Nos.  18  and  90)  obtained  good 
vision  after  capsulotomy  ;   while  in  the  third  case  (No.  94), 
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one  of  the  three  failures,  a  closed  pupil  resulted.  In  the 
three  cases  of  iritis  in  which  the  operation  had  not  been 
normal  (Nos.  52  and  88),  the  irregularity  consisted  in 
one  case  (No.  52)  in  the  leaving  in  the  anterior  chamber  of 
some  blood,  which  could  not  be  got  away.  Here  a  closed 
pupil  resulted,  but,  by  means  of  an  iridotomy,  good  vision 
was  procured.  In  the  second  case  (No.  88)  the  irregu- 
larity in  the  operation  was  a  too  short  incision  :  a  closed 
pupil  resulted,  and  the  patient  obtained  only  P.  L.  This 
was  another  of  the  three  failures.  In  the  third  case 
(No.  15)  the  cataract  had  to  be  delivered  with  the  vectis, 
and  the  patient  obtained  only  P.  L.  This,  too,  was  one  of 
the  three  failures. 

Striped  keratitis  is  noted  six  times  (Nos.  20,  39,  41,  45, 
51,  and  99),  but  I  believe  it  occurred  to  a  slight  degree 
somewhat  oftener.  In  all  of  these  cases  good  vision  was 
obtained.  Yet  I  can  recall  one  case,  not  in  this  seines,  in 
which  a  permanent  leucomatous  opacity  of  the  true  cornea 
was  left.  In  that  instance  there  had  been  a  mistake  about 
the  sublimate  lotion,  and  I  blamed  the  too  great  strength  of 
it  for  the  unfortunate  result.  In  one  of  these  cases  (No. 
20),  too,  I  believe  a  mistake  of  a  similar  kind  was  made, 
a  solution  of  1  in  2500  being  given  to  me  ;  but  the  kera- 
titis in  this  instance  passed  off  without  harm  to  the  cornea. 
In  the  severest  case  of  the  kind  (No.  99)  in  this  series  I 
had  dropped  in  cocaine,  contrary  to  my  custom,  in  the 
course  of  the  operation,  to  enable  the  patient  to  look  down. 
I  cannot  help  thinking  that  cocaine,  when  used  in  this 
way,  has  an  influence  in  the  production  of  striped  kera- 
titis ;  at  least,  at  one  time  I  thought  I  noticed  a  coinci- 
dence between  these  two.  We  know  that  cocaine  can 
alter  the  epithelium  of  the  anterior  surface  of  the  cornea; 
and  that  it  should  be  able  to  injure  the  more  delicate 
endothelium  of  the  posterior  surface,  when  it  happens  to 
get  access  to  it,  need  not  cause  surprise.  The  point  is 
one  upon  which  it  would  be  worth  while  to  make  some 
experiments.  In  four  of  these  six  cases  the  operation 
itself  may  be  said  to  have  been  normal,  and  it  is  remarkable 
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that  of  the  two  in  wliich  there  was  an  irregularity  vitreous 
humour  presented  in  one  (No,  41)  and  prolapsed  in  tlie 
other  (No.  45),  yet  I  do  not  believe  this  had  anything  to 
do  with  the  jjroduction  of  the  keratitis.  This  phenomenon 
used  to  be  seen  now  and  then  before  the  introduction  of 
cocaine  or  of  antiseptics,  but  I  feel  sure  it  is  very  much 
more  common  since  then. 

Prolci'pse  with  incur ceratioii  of  the  iris  occurred  only 
once  (No.  13)  in  these  100  cases,  and  that  was  in  a 
woman  who  vomited  while  on  the  operating  couch,  and 
for  some  hours  afterwards.  One  pillar  of  the  coloboma 
constantly  returned  to  the  incision  as  often  as  I  reduced 
it  into  the  anterior  chamber.  I  then  instilled  several 
drops  of  eserine  solution,  hoping  the  contraction  of  the 
sphincter  would  draw  the  iris  out  of  the  wound  before 
healing  set  in,  and  this  might  have  occurred  had  the 
vomiting  ceased  sooner.  But,  as  it  did  not  so  come 
about,  slight  incarceration  resulted.  It  would  have  been 
wiser  to  have  cut  off  the  prolapsed  portion  in  the  first 
instance. 

As  regards  the  operation  itself.  The  incision  occupies 
the  upper  third,  or  a  little  more,  of  the  cornea,  and  lies 
just  in  the  margin  of  the  clear  cornea. 

In  making  the  iridectomy  my  object  is  to  remove 
the  least  possible  amount  of  iris.  Unfortunately  I  did 
not  begin  to  note  down  the  width  of  the  coloboma  until 
eighteen  cases  had  been  operated  on,  and  even  in  the 
remaining  eighty-two  cases  its  width  has  been  taken  in 
forty-eight  cases  only  :  in  the  others  it  was  forgotten  to 
be  measured.  The  average  width  of  the  coloboma  in 
these  forty-eight  cases  was  3*34  mm.,  the  widest,  which 
occurred  only  once,  being  3*75  mm.,  and  the  narrowest, 
which  also  occurred  only  once,  being  1*25  mm.  The 
coloboma  is  measured  after  the  pupil  has  ceased  to  be 
under  the  influence  of  atropine,  and  the  measurement  is 
taken  with  a  Jessop's  pupilometer  at  the  middle  of  the 
coloboma.  A  Liebreich's  iris-forceps  was  used  in  making 
the  one  coloboma  which  measured  only  1*25  mm.,  and  I 
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am  sorry  I  did  not  use  that  forceps  again^  as  it  seems  to 
me  likely,  that  with  it  one  could  be  more  certain  of  seizing 
a  very  small  portion  of  iris,  than  with  the  ordinary  iris 
forceps.  De  Wecker's  scissors  were  used,  and  the  blades 
were  applied  to  the  iris  at  right  angles  to  the  corneal 
incision,  so  as  to  avoid  cutting  off  more  than  what  is 
contained  in  the  forceps.  It  is  my  custom  to  have  the 
pupil  contracted  with  eserine  before  the  operation  com- 
mences, with  the  object  of  enabling  me  to  seize  a  very 
small  part  of  the  iris ;  and  I  am  certain  that,  when  the  iris 
is  stretched  out  by  reason  of  the  myosis,  it  is  much  easier 
to  be  certain  of  catching  a  small  part  of  it,  than  if  it  be 
retracted  towards  the  periphery  of  the  chamber,  or  pro- 
lapsed in  the  wound.  Eserine  is  also  always  dropped  into 
the  eye  at  the  conclusion  of  the  operation,  and  increases 
the  security  against  secondary  prolapse. 

My  object  in  making  the  coloboma  is  to  secure  the  eye 
against  prolapse  of  the  iris,  primary  or  secondary,  with 
incarceration  ;  and  this  I  think  I  am  justified  in  concluding 
that  it  does,  when,  in  this  100  cases,  I  have  had  only 
one  case  of  primary  iris  prolapse  with  incarceration,  and 
no  case  of  secondary  prolapse.  And  if  it  be  remem- 
bered that,  in  this  case,  the  unusual  complication  of 
vomiting  during  and  after  the  operation  was  present,  it 
may  not  be  too  much  to  say,  that  the  method  practically 
affords  immunity  against  this  accident,  when  it  is  per- 
formed with  a  certain  amount  of  care.  In  the  former 
series  of  100  cases,  too,  prolapse  with  incarceration 
occurred  only  once.  I  have  not  noted  the  number  of 
instances  in  which  a  synechia  between  one  pillar  of  the 
coloboma  and  the  cornea  took  place,  for  I  regai'd  it  as  an 
event  of  no  importance  whatever.  It  certainly  did  not 
occur  frequently.  Yet  it  is  not  enough  to  form  a  colo- 
boma. Great  care  must  be  taken  to  stroke  down  the  iris 
with  a  spatula,  so  as  to  get  each  pillar  of  the  coloboma 
reduced  to  its  normal  position,  and  this  proceeding  is 
much  facilitated  by  the  sphincter  iridis  being  still  under 
the  influence  of  eserine.      The  drop  of  eserine  instilled  at 
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the  end  of  the  operation  still  fnrther  secures  the  eye 
against  iris-prolapse. 

In  the  freedom  from  iris-prolapse  lies  the  great  advan- 
tage of  the  combined  method  over  the  simple  method, 
although  it  is  not  its  onl}^  advantage.  I  see  that  some 
advocates  of  the  simple  method  try  to  minimise  the  impor- 
tance of  incarceration  of  the  iris.  They  say  no  harm 
comes  of  it — and  that  may  be  so  in  some  cases.  But,  that 
it  is  harmful  in  a  greater  or  less  degree  in  most  of  the 
cases,  cannot  be  denied.  In  some  instances  it  becomes,  at 
a  later  period,  the  starting-point  of  very  severe  inflamma- 
tory processes,  going  on  to  destruction  of  the  eye,  or  even 
to  sympathetic  ophthalmitis.  In  other  cases,  in  the  course 
of  time,  the  pupil  becomes  drawn  up  towards  the  corneal 
cicatrix.  Again,  in  others,  irregular  astigmatism  is 
caused.  And  in  every  case  a  disfiguring  appearance  is 
produced.  At  a  time  when  suppuration  was  the  bugbear 
of  the  cataract  operation,  a  percentage  of  from  4  per  cent. 
to  12  per  cent,  of  iris-prolapse,  which  the  best  operators 
by  the  simple  method  now  have,  would  not  have  created 
much  regret;  but  in  these  days,  when  we  lose  less  than  1 
per  cent,  by  suppuration,  imperfections  which  used  to  be 
overlooked  come  to  be  regarded  as  serious  blots. 

Professor  Hirschberg  says  {'  Centralbl.  f.  Augenhk.,^ 
December,  1892),  "  If  the  surgeon  cuts  out  a  bit  of  iris 
corresponding  to  the  centre  of  the  incision,  that  bit  of 
iris  cannot  prolapse,  but  a  neighbouring  bit  can  do  so. 
I  do  not,''  he  says,  "  find  iris-prolapse  to  occur  more  fre- 
quently without  than  with  iridectomy." 

Prof.  Knapp  says  ('  Trans.  Amer.  Ophth.  Soc.,'  1891), 
"  What  was  cut  away  could,  of  course,  not  fall  out  any 
more,  but  neighbouring  portions  of  the  iris  did." 

And  Dr.  Noyes  says  ('  Trans.  Amer.  Ophth.  Soc.,'  1891), 
"  Cases  of  operation  with  iridectomy  are  accompanied  by 
the  same  accident,  only  in  them  prolapse  cannot  affect  the 
iris  in  the  middle  of  the  wound,  but  presents  itself  at  its 
angles." 

Well,   I  do  not    agree   with    these  three  distinguished 
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surgeons.  If  the  iridectomy  is  performed  as  I  have  just 
described,  it  prevents  not  only  the  small  part  which  has 
been  cut  away  from  prolapsing,  but  also  tlie  neighbour- 
ing parts.  And  why  is  it  that  there  is  practically  no 
danger  of  secondary  prolapse  of  that  part  of  the  iris,  cor- 
responding to  the  wound  and  which  has  not  been  cut  off,  in 
an  eye  with  a  narrow  coloboma,  provided  the  iris  has  been 
well  returned  to  the  anterior  chamber,  and  is  under  the 
influence  of  eserine,  while,  even  with  these  latter  precau- 
tions, in  an  eye  operated  on  by  the  simple  method  there 
is  considerable  danger  of  this  accident?  Solely,  I  believe, 
because  the  coloboma  acts  as  a  way  of  exit  for  that  part 
of  the  aqueous  humour  which  forms  behind  the  iris,  as 
soon  as  the  incision  has  closed  by  its  first  delicate  union. 
Complete  consolidation  of  the  wound  does  not  take  place 
for  many  hours  more,  and  during  this  interval  a  very 
slight  thing  is  needed  to  rupture  the  delicate  union.  The 
aqueous  humour  then  rushes  away  through  the  ruptured 
wound,  that  part  of  it  which  lies  in  the  anterior  part  of  the 
chamber,  without  probably  distui'bing  the  position  of  the 
iris  at  all.  But  it  is  otherwise  with  the  aqueous  which  is 
behind  the  iris.  When  the  wound  is  ruptured  in  the  simple 
operation  the  aqueous  from  behind  the  iris  must  make  its 
way  out,  if  it  is  not  to  disturb  the  iris,  by  passing  round 
through  the  pupila,  and  through  a  pupil,  too,  which  is  con- 
tracted by  a  myotic  ;  but  it  is  less  likely  to  do  so  than  to 
rush  directly  towards  the  wound,  and  to  carry  the  inter- 
posing iris  with  it.  In  the  combined  method,  the  aqueous 
from  the  posterior  part  of  the  chamber  flows  off  quietly 
through  the  coloboma,  without  disturbing  the  iris,  and  a 
very  narrow  coloboma  is  sufficient  for  the  purpose.  I 
stated  this  theory  of  the  use  of  the  coloboma  in  my  former 
paper,  and  I  find  that  Prof.  Fuchs  also  puts  it  forward. 
I  therefore  do  not  believe,  Avith  Prof.  Knapp,  Prof. 
Hirschberg,  and  Dr.  Noyes,  that  it  is  only  that  part  of 
the  iris  which  is  abscised,  which  is  prevented  from  pro- 
lapsing in  the  combined  method. 

I  also  dissent  from  a  view   put  forward  by  Dr.  Noyes 
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{'  Journ.  Amer.  Med.  Assoc./  September  3rd,  1892) 
when  lie  says,  "  Those  who  do  an  iridectomy  ought  to  give 
a  reason  to  justify  it,  because  they  mutilate  the  eye. 
....  I  am  in  a  position  to  assert  that  the  man  who 
does  an  iridectomy  must  give  a  satisfactory  reason  for 
the  iridectomy.'^  Now  I  deny  that  the  iridectomy  is  a 
mutilation,  and  I  continue  to  hold  that  it  is  a  measure 
which  rests  on  a  sound  scientific  basis,  and  which  is  cal- 
culated to  ensure  the  safety  of  the  eye  in  an  important 
particular.  Moreover,  I  am  not  of  opinion  that  the  man 
who  does  an  iridectomy  is  called  on  to  justify  himself, 
any  more  than  the  man  who  does  not  do  an  iridectomy ; 
but  if  such  a  justification  be  required,  what  I  have  put 
forward  in  the  foregoing  is,  I  venture  to  think,  a  sufl&- 
cient  one. 

I  understand  that  the  one  advantage  now  claimed  for 
the  simple  method  is  the  round  pupil  and  consequent 
absence  of  disfigurement  of  the  eye.  I  do  not  lay  much 
store  by  this,  for  I  prefer  safe  results  to  pretty  results  in 
cataract  operations  on  persons  over  middle  age.  But, 
even  from  the  aesthetic  point  of  view,  I  deny  that  a  very 
narrow  coloboma,  such  as  I  make,  is  a  very  disfiguring 
thing  to  the  eye  ;  indeed,  in  many  instances  it  is  by  no 
means  easy  to  see  that  a  coloboma  has  been  made.  With 
these  small  colobomata,  too,  the  pupil  reacts  actively  to 
light,  and  there  is  no  dazzling*. 

It  was  at  one  time  asserted  that  the  simple  method 
gave  a  better  acuteness  of  vision  than  the  combined ; 
but  this  claim  seems  to  be  now  abandoned,  and  it  gains 
no  support  from  the  present  series  of  cases. 

In  dividing  the  capsule  I  do  so  freely,  but  I  chiefly  use 
horizontal  strokes  with  the  cystotome,  to  avoid,  so  far  as 
possible,  the  pulling  of  tags  of  capsule  towards  the  wound. 

Not  until  after  delivery  of  the  lens  are  the  fixation 
forceps  and  spring  speculum  laid  aside. 

Cortical  remains  are  evacuated  by  means  of  the  lid 
manoeuvre  applied  from  below  with  the  tips  of  the  first 
and  second  fingers. 
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The  toilet  of  the  wound  includes  a  search  for  any  tag  of 
capsule  which  may  lie  in  it.  As  the  capsule  is  transparent, 
a  tag  of  it  in  the  wound  cannot  be  seen,  and  must  be  felt 
for,  if  I  may  so  speak.  This  is  done  by  causing  the  patient 
to  look  down  while  the  assistant  raises  the  upper  lid. 
The  points  of  the  iris  forceps  are  now  passed  open  into 
the  wound  in  the  space  corresponding  to  the  coloboma, 
then  closed  and  drawn  out  a  little.  A  tag  of  capsule 
may  or  may  not  have  been  caught  by  the  forceps.  If  a 
tag  be  caught,  it  is  snipped  off  with  the  Wecker's  scissors. 
This  I  regard  as  a  very  important  measure,  and  one  which 
obviates  the  only  serious  objection  that  can  be  offered  to 
the  combined  method,  namely,  the  danger  of  incarcera- 
tion of  capsule  in  the  wound.  It  is  a  delicate  little  pro- 
ceeding, but  I  have  never  had  any  accident  in  performing 
it.  Now  and  then  one  comes  across  patients  who  cannot 
control  themselves  or  their  eyes,  and  in  whom  the  search 
for  capsule  has  to  be  omitted.  In  this  series  of  cases  I 
found  capsule  in  the  wound  eighteen  times  (Nos.  2,  4,  8, 
23,  26,  37,  40,  42,  46,  47,  48,  55,  57,  64,  66,  72,  78,  and 
90) .  I  am  glad  to  see  that  Dr.  Freeland  Fergus  {'  Brit. 
Med.  Journ.,'  May  13th,  1893)  has  adopted  this  little 
proceeding.  I  can  recommend  it  as  tending  to  increase 
the  number  of  good  and  permanent  results. 

Of  secondary  operations  in  these  100  cases  there  were 
thirty-five  capsulotomies,  four  discissions  of  cortical  re- 
mains (Nos.  24,  58,  60,  and  83),  one  linear  incision  for 
removal  of  cortical  remains  (No.  12),  two  iridotomies 
(Nos.  52  and  94),  and  two  iridectomies  (Nos.  60  and  96). 
Owing  to  slow  healing  the  cautery  was  applied  to  the 
edges  of  the  wound  in  one  case  (No.  14)  ;  and  in  one 
case  (No.  21)  where  the  vitreous  had  prolapsed  a  tag  of 
it  was  abscised. 

In  the  foregoing  I  have  only  set  forth  what  seem  to 
mc  to  be  some  of  the  more  important  points  connected 
with  this  operation.  There  is  more  that  1  might  say  in  its 
favour,  but  this  paper  has  already  reached  a  length 
greater  than  I  had  contemplated,  or  than  is  to  be  desired. 


COMBINED    METHOD    OF    CATARACT    EXTRACTION. 


179 


3  '^'S  3  2 

^-e     ;3 

s       a  a  o 

caps 
"   is 
atie 
'etu 
1    f 

d  ^     J 

d 

u  S  -w  -w  So 

.2 

S  -g   s   o  o 

^  2.C  q^ 

o 

"=5  .-ti 


Oi 
00 
00 


-  be" 
CO 


Oi 

00 
00 


Oi 

00 
00 


.  r„|2  rJj  r^ 

a>  oj  aj  op 
VI  m  CO  .2 
SO      CO      CO  Eh 


g  gS  Soo  a 

y    O    "   _0   ^^    O 

-2  "p  fl  "3  'S  "3 

JU      05     S      t"      fti   "J 

<^  (M 


<;  o- 


2  >.ci  >s 

CO  gg  g 

r  o     -  o 

3    05    »i  a! 


P? 


=  N 

s 

oi  "^    • 
00  JH^ 

00    O  00 

t<  P-  C 

00        CO 


s  a 


a  9^5« 


S  ><.B^ 


CC  ^  TO  ^ 


^  o  ?. 


P^       Ph       Ph 


2P^ 


00 

03 

00  ,a 

rH 

+-> 

^ 

^ 
Q 

Ph 

-Tj 

-< 

^ 

ci  oi  05  Ci  .2  S 

00  00  00  SS  _  22 

ao  00  00  00 13  00 

^  ^  ^  1.2    . 

■^  tA  !^  ^'§  ti 

D  s  s  3  -2  _2 

1-5  t-s  Hj  I-;   es  -a^ 

lO  C5  <X)  CD          C5 


p^ 


aj        <B        (u        aj        (u        o 

0) 

■3 

a    - 

Mary  B. 

66 
Mary  A.  T. 

70 
Mrs.  C. 

70 
Eliza  F. 

48 

"A        .        .        .          ^h4 
•S      (-5      W      pq            &,  fc, 

>.eo 

6 

1^; 

1-4        N         CO        ■* 

lO        CO       1>       00        CS        o 

iH 

1-1 

180 


INJURIES    AND    OPERATIONS. 


— 



— 



I         QJ 

1    1 

p-H 

m    1 

CS 

1 

1 

"S  •-■ 

'3 

d" 

00 
00 

(D 

s 

§ 

Jo 

O 

1-1    . 

o 

en 

m 

(S 

"^  a 

D 

a 
o 

r  5 

O  5 
w  "3 

r-I 

1 

a 
1 

OS 

a 

o 

1 

'o 

O 

05 

d 

o 

05   .^3 

O 

05 

0 

00 
1-1 

§05 

00 

00 

00 

00  o 

03 

00 

00 

00 

00 

00  ars 

00 

00 

|l 

1—1 

4^ 

=12 

1-H 

> 

< 

^2 

a 

1—1 
=  be 

H 

'a  '*^ 

« 

u 

o 

u  be 

i 

'S 

a 

? 

.5% 

o 

o 

^ 

o.S 

<J 

S 

r^ 

CO 

ira 

la 

1-1  !^ 

■* 

10 

_55_ 

IM 

i-i 

<N 

eo 

1-1 

«.2 

ci 

00 

00 

a 
'3 

.s 

s 

o  2 

d 
00 

00 

1—1 

be 
o 

■73 
Ol 

C 

a  M 
ceo 

o 

c 

es 

a 

o 

o 
-(J 

be 

a 

2 

3 

s 

3 

O 

a 

4J 

a 

a 
a 
o 

o 
a 

.  0 

QOO 

o_ 

O 

t»1 

a  o 

^ 

1^ 

^    ••> 

r~ 

^ 

-tJ  ^ 

o 
o 

CS 

o 

1 

1 
"i 

a 

a> 
m 

11 

-W     OS 

a  o 

C3 

C5 

13 

3    tc 

00 

2 

a. 
bo 

a 

o 
o 

+ 

o  g 

<a  '-5 

be  qJ 

a  > 

"p  i— ' 

&,  a 
a 

a 

]3 

o 

o 

-2 
"a 

be 

05 

"  a 

a  tu 
""  bo 

a 

a) 
m 

.2 

> 

o 

a 
3 

0) 

o 

a 
o 

0) 

"a 
be 

Ol 

-2 
"a 
be 

O 

be-^ 

to  . — 
0   a    m 

0  g*^ 

a 

o 

1 

O 

d 

00 
00 

!— 1 

.s 

'S 

d 

00 

00 
1-1 

00  ** 

1-1    4J 

.  a 

a  S 

s  § 

"3    . 

P  05 
!S  CO 

^  00 

be  r 
a  -u 

O    Oj 

P 

to 

? 

5. 

o 

CS 

"> 

o  d 
a  00 

00 

••>i— I 

d 

00 
00 
iH 

0 

05  eO   (U 
00         3 

q-u  a 

a> 

<ZJ 

o 

q;    to 

a 

^ 

01 

ST  o 

o 

OJ 

W 

"a 

c3  a  0 

t» 

u 

O 

CO  o< 

QQ 

•  M 

+3 

CB 

03  "« 

a 

s 

>• 

125 

•-S 

1-5   <u   « 

iH 

t* 

iO 

J> 

j> 

05 

00 

05 

1—1 

IM 

<yi 

(M 

a 

a> 

aj 

OJ 

0) 

0) 

0) 

«    • 

W 

s 

PX5     S 

W 

t4 

a 

w  'B 

W  SK 

5 

W  S 

u 

-tj 

« 

=^1 

c4 

^■| 

^1 

>A 

^■| 

'^ 

S" 

d 

H 

ai 

S 

a 

pci 

<D 

(n 

>-: 

a 

6 

V 

C  o 

?«=> 

B 
c 

H 

lO 

S  Oi 

> 

(V 

■5 
p. 

ce 
0 

10 

■  CO 

1"^ 
•A 

5C 

vft 

go 

>-5 

L^ 

6 

C4 

M 

■* 

to 

to 

l> 

GO 

!zi 

1-1 

p-l 

T-t 

iH 

iH 

iH 

r-I 

COMBINED    METHOD    OF    CATARACT    EXTRACTION. 


181 


■=!!? 


Oi  a 

op  a 


^  Pi 


be 


>    c 


^j    o    2    "    52  '^ 


S   3 


Cm 


-r,  3  o  ^ 
i:'  5  =^  a  8 
^  =  ^  -2  o 


OD 


c^    ce    c3  'co  ^^ 

^  -=^  '^   o  .a 
OS  U  _i  _2  -« 


0.  a  3 


a  o 


Kffl 


0)  ' 


.s     =  a 


•  •\  ^    m  OP 

a  -w  o  a 

.J  c  2  g 

1e  "^ .-  >> 


O    w 
m  If 


"73  S    O    O 

S       aj  a  a 

p.     '=^-a""'°S>.. 


ase  ceS  2 

a-  8^ 


a    ai 


Q-Ii 


o 


°  -r.2'« 
tjD-2  a 


>  o 
a,     .£  w  cs  S  -  ;„  .X'^'S  .S 

.2  rt  .=  c  °  •£;  •"  g^-o 
6  S  53 .5:  •"  if'd  T  ^  i£ 
o  £  ^  t*  -  a  o  3  =  'g  =3 

r ij  a.  Qj  M  ~    r.S  oi  a  _g 
eg 55 


»2  «  -3  ^  ^ 

5-^  2 


2  « E  a 


C3      >5 


2  « 


aj  " 

C  -P  -w 


r^  •«  ^ 


fe  ?-•=  ..-a 


"-2 

D    o 


0  ^ 


a    .  M  p< 

o  c3  ce 

5^  ^  "S  aT 


u       a 
c:  oj  o 

<3  -5  "^ 
d.2§ 

00    ? 


o .    d  go 

,       cf)  «C3  Cl  S 

r^    .vi^,    ^s-i      cji-ao       a^a    ••  ^  -*i  s 
.a^x_co'^>'^o-*-*r-pa),r3       a.^ 

i  1  £1^  "11  ^  -I  -  "S  i  .S  1  S  .2  S 
'«g3SSMs:Sp,o3aagiyP->H 

10        05  CD 


p4  a 


H  a 


KJ  a  p4  a 


OI 


feJ  a 


« 


03 


So? 

a^ 


O 

a  o 
o 


a  o  .a  o 


O 


OS 

0 

i~t 

iM 

PS 

'S 

\o 

»-i 

IN 

(M 

(M 

(N 

(M 

IN 

182 


INJURIES    AND    OPERATIONS. 


m 

i 

a 

a 

1 

'o 
O 

a      92                             1                   s                g 

is 

■S  'S 
_  ja 

c)oo                     ooc5             ooo 

GiOiOS                                     OSOJOi                       0505                 o 

000000                       ooqoqo              oooooo 

i-li-lr-l                                   rli-lrH                      rHi-Hi-H 

kSs'-j                         ssq                as            o 

00          r-l                                                    i-l          -^                                      -^          O 
iMi-li-l                                   Nr-IWS                      ^i-HlO 

si 

-as 
a  cs 

coo 

So 

i 

1 
p. 

d 
•J 

w 

a 

1 

p, 
O 

1      ii-p    1      III           lil|^ 

N                                            IM                                            rH        (M              (M 

1^ 

a 

V  bo 

'-'      .    C4H                02    m    ;^          ii    W       rj 

d 

c<i(M(M                         ojcoM                cocoes 

COMBINED    METHOD    OF    CATARACT    EXTRACTION.  183 


.»  o 


uj  "73  o)  n3 

a  '3  a  "3 

m  ^-  to  r-l 

-  §  2  a'  2  «*" 

s  g^a  g  g^a 

a  o  HO 

J  -*^  o  ,a  -w  o 

.^=1-1  o  .5P=*-    o 

— •  o  u  — ■  o  o 


a 

g 
eo  !^  CO  (M 


g  2  s  a 

a  ?  a  a 


2    ^ 


O) 

03 

o 
O 

1^ 
< 

o 

12; 

^ 

Q 

Q 

1-5 

ws 

>o 

VO 

'^ 

■<JI 

i> 

CO 

IM 

IN 

(N 

iH 

(M 

(M 

cq 

(M 

i-H 

1-1 

8>» 

CO  a 

d  >j 

ir 

S5  a 

i-H   +i 

-^^ 

'^S 

jI"  o 

-    O 

r  o 

n 

ftS 

fe     ^^ 

cc   »• 

!2:  ^ 

^^ 

OiO 

go 

.S  "^ 

.a  cs 
72,  & 

-W  rr- 
O  ^ 

2^ 

13 

ri 

■*:> 

a> 

"El 

a 

o 
u 

g 
o 

5 
-a 

o 

a 
« 

01 

cs 

XI 

'r-< 
O 

a 

"at 

.2 

a 

"cS 
o 

;-i 

o 
o 

d 

oo 
l-l 

g 
5 

a 

ci 

6; 
_o 

-a 
d 

00 
l-H 

a  ^ 

S.a 

a  a 
«-^ 

o      . 

0)      QJ 

-a   rg 

^   ;- 

'^  a 

-U    03 

a 

engaged  again.     Tag  of  capsule 
pped  off  in  the  wound 
t.,  1890.     Regular 

to  13 

a  ^ 

l-« 

'^  a 

M 

-IJ  'o 

.a  =<-i 

.£P.2 

OS 

(»  Ti 

r-l    o 

.,  a. 

til  seventh  day 

t.,  1890.     Before  iridectomy  iris 
olapsed,  probably  because  eserine 
d  not  had  time  to  act.     Consider- 

le  tag  of  capsule  caught  in  wound 
d  snipped  off 

t.,  1890.      Vitreous  humour  pre- 
ited  in  wound,  but  returned  again 

-3 

OJ 

'H 

to 

g 
o 
oo 

a 
o 

is  in  healing 

t.,   1890.      Patient  restless  j    fine 
5  of  capsule  abscised  in  wound  j 
good  deal  of  cortex  removed  by 

Ol 

kl 

o 

a> 

a 

o 

0) 

> 

3 

8 

3 

a 

cS 

"a 

Ol 

P5 

d 

05 
00 
.-H 

41 

-3   '-' 

a  3 

11 

d  o 
oo  1i 

■-1    X 

r«a 

1 

Pi 

<4-l 

o 
-p 

3 

u 

& 
o 

3 

._, 

•r* 

•tA 

r^ 

O 

o  -u 

■^ 

O     %t 

C3 

.a 

^ 

o  s 

..4 

-*^ 

"    03 

'Li 

m   3 

4-j 

oj  o<  o  CO 

CB 

t» 

Uh 

.UI 

tS 

m 

o 

o  ^ 

a 

O    Pi 

-a 

c3 

C5 

O  " 

•t^ 

O  -2  «s 

s 

^ 

Q  o 

C« 

ift 

O 

r-l 

^ 

00 

o 

05 

r-l 

CO 

CO 

I-l 

(U 

<B 

0) 

a> 

OP 

O) 

(U 

0) 

a> 

H    3 

W 

a 

w 

3 

H 

ws 

W    3 

^ 

p4'3  S 

F^ 

3 

a  S 

.  -t^ 

-u 

+J 

.  +a 

.  +i 

^1 

h; 

S 

Ph 

S 

kJ 

S 

«l 

«g 

a 

«og 

M 

:« 
S 

«| 

P^" 

^ 

h4 

J 

PtJ 

Q 

^J 

o 

,aj 

o 

^ 

Ph 

Nco 

t-,o 

a 

03 

ts 

kra 

to  /-, 

a- 

.^O, 

S  o 

•gr. 

o3 

O 

ous 

;5l> 

in 

IX) 

d 

^!«o 

r!«5 

S  <x) 

-t3 

r> 

r,  «o 

^ 

W 

-3 

Ol 

cS 
1-5 

-3 

Ol 

< 

OS 

»ft 

CO 

r^ 

00 

OJ 

o 

1-H 

IM 

CO 

^ 

CO 

CO 

w 

eo 

« 

Tf 

■* 

rfi 

^ 

184 


INJURIES    AND    OPERATIONS. 


> 

0} 

S3 

o 

,a 
13 

s 

s 

CO 

0 
be 

K 

V 

0 

c3 

ej 

>5 

^ 

d 

d 

CD 

3 

en 

"3 
I 

u 

0 

a 
0 

0) 

1 

>  o 
o 

o 

O    +3 

■_> 

1 
o 

,3 

g 
0 

a 
s 

0 

0) 
73 

be 
6C.S 

J6 

_3 

'a 
o 

2  ' 

o 

a 

■-i3 

0 

-a 

^3    m 

d 

d     C3 

a  -a 

"d 
0 

0) 

0 

a 

a 

2 

a 

a 

a 

a 

o 

a 

a 

a 

a 

a 

"3 

CO 

\a 

ip 

\a 

la 

U3 

o 

N 

N 

ii 

N 

M 

rH 

i-H 

i-H 

1-4 

1-5 

00 
rH 

rH 

rH 

J3 

OS 

05 

01 

Oi 

Oi 

Oi 

o  aj 

00 

CZ3 

00 

00 

00 

00 

.2  ctf 

1-4 

r-t 

iH 

i-H 

rH 

1-i 

^S 

•<d\° 

S3    '" 

^< 

pQ 

»i°= 
''i- 

^HS 

>i 

■0|3 

B 

=1; 

S»|2 

II 

S 

Eh 

"a 

l-S 

e3 

3 

a 
i-s 

f*1 

OJ 

i-( 

1-1 

(M 

0 

Oi 

i-H 

<M 

1— 1 

«D 

CO 

(M 

s  ^ 

r-5 

^ 

rH     >5 

rH 

>> 

>»fl 

§  s 

c: 

g 

5  a 

a 

ec  ° 

So 

00 

0 

lC    0 

0 

1—1 

rH   *J 

-    O 

^ 

"3 

^   0 
-^3 

a 

0 

u  a. 

ce  CO 

OI 

Eh 

a 

ccO 

Z^ 

p. 

03 

>-5 

C8 

^o 

■^ 

a 

rHO 

NO 

o    w 

.2  2 

a,  &, 

CO    <U 

bo 

d 
o 

11 

o  o 

.'S  a 

'5 

(S 

0 

=4-1 

CL, 

'3 

03 

5 
a 

> 

CO 

-31 

be^ 

03 

s; 

o 

o 

.h  '^ 

0 

C4H      1^ 

g 

r^ 

5 

z 

bD-" 

be  73 

■3 

Pi 

0  5 
.    0 

0 

0 

a  d 
.2 """ 

S  o 

5 

be 

CD 

5 

HI 

•3§ 

CO 

d 
0 

c3 
0 

be  > 

IP 

t4 

Xi 

"Su3 

d 

o 

t3 

3 

S 

•-1 

OI 

> 

0) 
CO 

be 

1-5 

2 

Ci-, 

0 

be 

-a 

0) 

a 

"3 

bo 

^ 

s 

0       S 

r  u 

o 

a> 

5 

00 

r^    -i-3 

p 

+3 

C.2 

1— 1   r^ 

.2  d  "f 

c 

as 
to 

■4-1 

73  00 
<i>  1— 1 
a-    ., 

'S    S 
co^ 

2 
a 

0 

■  Sfj  «S 

550. 

S-Bl 

^    Oh  d 

^'  3  S 

tM   to   0 

00 

1—1 

eS    OJ 

-^Eh 

Ci 
00 
r-t 

s 

en 

d 

a 

00  _Sh 

'"'  M  be 

"^  OJ  ^ 

05 

l-H 

05 

'SI 

00 

CO 

to 

i-H 

eo 

■H 

eq 

_rH_ 

rH 

_^ 

0} 

m 

01 

a> 

O) 

3J 

a> 

2  p 

w  S 

W-^ 

e4 

d 

wS 

e4 

t4 

p4 

J- 

«5 

-w 

«| 

(4  J2 

J 

i-q 

p4 

ce 

-3 

CO 

>> 

oJ 

«■ 

i4 

^ 

<u  So 

"9 

•30 

d 

IN 

CCi 

rO  0 

CO 

■* 

'2  N 

i^ 

^^^ 

r 

0 

CO 

0 

goo 

a 

«o 

i^ 

Izi 

a 

1-5 

1^ 

OS 

0 
§ 

d 

»o 

«o 

i> 

00 

OJ 

0 

rH 

Iz; 

■* 

^ 

'i' 

'ti* 

'^ 

kO 

U3 

COMBINED    METHOD    OF    CATARACT    EXTRACTION. 


185 


11 


I  OO 


i  §  g 


5  5  S  s  S 

cs  ^   Cj    _   cs 
O  «D  O  "^  o 


2" -2 
^6 


°D  54-1  '3 

a.2  ^ 

Q     CO   ^H 


'•S  =s  o  o    - 


fcn  ^  -" 


r2     'S 

- 

Eh  2 

M 

_2 

Ph 

to 

a 
a 

a  03 

nside 
After 
nsion 
ze  of 

ei-  of 
next 
time, 

1  and 

n  fo- 

eye 

'a, 

p. 

^^ 

Cl^ 

a  o 

«3     O 

C3 

0 

? 

li 

a  2^ 

-    6d 

a  b 
.2  -^ 

03 

cc   - 

■P     03     03 

3    m    r" 

0     t4     03 

r.'      CS    rC 

c    s 

g  c» 

a. 2 

03  .^3 

.9 

a 

Pi 

£c 

6c 

0)  ^ 

IS 

=g  . 

6c'S 

!^    § 

;h 
O 

V 

,6C 

5H 

0 

0     r- 
.2     3 

0-  P 

ai   " 
6c  oj 

h3    ^ 

;-< 
0 

'^'fccoo   " 
5  ^  >  5^ 

"a 

alcS 

-<     03 

'73     03 

;:'^  a 

2     =<-' 
0    •  0 

;:i    ^  *^    oj 
S    .^        0 

■  ^  _3  "3  ^ 
6c'i  "liS 

c3  w  a . 

a^'-S'c 

03     -•  '"'^       - 

a 
_;  <^ 

CO    " 

l-H    .J 

II 

1) 

5 
g 

00 
I-l 

oT 

a 

C5 

00 

I-H 

a 

is 

l-H 

aT.a 

'5 

a 

00 
1-1 

2" 

00  I-- 
i-l     (U 

0 

00 

be 

a 

.  a 

^    03 
r-(    6E 

r  S 
a,  !- 

0 

'C 

to 

0  a  ^  a  :2  <« 
^  "  0  6c  a  0.  5 

=»  4^  a  :=  —  ^  ^ 
S  fl  .2  0  2 ::  -5- 

^^  i.-P  i  1  i  i 

jx,  o<  s  '^  a  -^  ^ 
^  ^.£  03  cr  0  0 

+  •?! 

"s  St-   S 

r2      5 

■-;   03 

CJ 

1-5 

1-^ 

HS    o 

;- 

»-s 

H5    w 

-*: 

OJ^ 

^ 

CC    si  13  .Q 

OS  a   i^ 

.^  0  a 

(M 

»o 

nn 

o 

t^ 

00 

CD 

CO 

10 

(M 

,-H 

I-l 

M 

(M 

cq 

(M 

0) 

(U 

I) 

O 

0) 

a 

-tJ 

0) 

W    3 

W 

J; 

W 

a 

hS 

w 

W    !H 

.2 

W'M 

QJ 

W    6c 

^ 

ai 

M  S 

.    0 

«l 

P5 

J 

■^a 

^^ 

^^ 

6C 

0 

^J 

r3 

-0 

c^l 

2  "M 
2  J> 


M       o 

r2  ^  12 

o     ''^     !S 

MM 


b  o 


N 

M 

Tfl 

»a 

«D 

I> 

00 

05 

0 

ta 

\a 

»o 

10 

U3 

MS 

10 

W5 

;o 

186 


INJURIES    AND    OPERATIONS, 


i  S3 

e«   O 

0«M 

1 

a 

1 

-3  a 

tf 

fl^  -.  « 

c3   cd   u 

O    a    53 

03 

a 
1 

o 

g 

g 
in 

g 

g 
a 

g 
10 

g 

g 

U5 

g 

g 

eo 

O 

M 

M 

«> 

N 

M 

i-H 

f-5 

d 

i-i 

d 

i-H 

eq 

CO 

cq 

G<j 

^ 

Oi 

05 

Oi 

02 

05 

05 

0 

05 

OS 

Ci 

.2  " 

00 

00 

00 

00 

00 

00 

00 

00 

00 

s 

i-H 

i-H 

t-H 

rH 

1— 1 

i-H 

tH 

1— 1 

iH 

r-l 

.s  s 

> 

O 

-1-3 

0 

0 

'1" 

0 

3 

c5 

Q 

>-5 

=12  r=i« 
<1 

CO 

1— 1 

t> 

t> 

00 

1— 1 

I-H 

1—1 

00 

cq 

iH 

s 

>J 

05 

>» 

>>^ 

a 

00 

a 

^  s 

00 

0 

0 

*.2 

,H 

■S 

•t 

<t3 

'2-S 

0 

4a 

0 

fi   ?3 

0 

g  u 

0 

"s 

u 

9 

V  a. 

<I> 

IC 

es 

K) 

coo 

ft 

P4 

S 

§- 

00 

0 

0 

CO 

00" 

a 
'5 

S 

'3 

a 
< 

5" 

_bp 

S" 

9 
&I 

03 
S 

3 

0 

0    2    cj   Ph.S 
(-    3    >    c3 
0    0    PQ    tH 
'73    >    tu          C 

aj 

^ 

^ 

OS 

0 

u 

■3 

OS 

*-* 
0) 

0) 

"    S    >>    .=" 

•-3 

^ 

v^ 

t-^ 

-2 

,__ 

r4 

•  ^ 

^  a       0  -rt 

u~t 

i 

o 

"3 

be 

d 

3 

a 
.2 

'T3 

"5 

be 

3 

3 

0 

•T3 

'5 
0 

^ 
^ 

.2  g  S  2  S 

0 
bD 

a 

i^ 

at 

£ 

CJ 

p. 

a 
.2 

£4 

0 
0 

2  ^ 
"m  3 

_o 

g 
0 

1 

S     C3 

0 

3 

a 

3 

K 

'3 

Of 

1 

0) 

0 

"bp 

1^ 

0 

g 

|5     QJ 

0 

g 
0 

P 

S.  0  ^.  g  ^ 

3 
0 

a 

r-! 

05 

O 

r-H 

r5 

1-5 

Oi 

0 

r-5 
00 

IS 

u 

02 
0 

•  i-H 

°0 

00 

I-H 

»    S    H.TS    3 

bo 

a 
0 

00 

00 

(D 

00 

00  TS 

0; 

00 

TJ  00 

00 

"-I  0  ,^  =j  0 

O 

i-H 

r-l  ,0 
-    S 

r-l    0 
-J". 2" 

g 

cS 

I-H 

a)  I— 1 
.S"  cJ 

I-H 

,6 

<4-l     cS 

3 
3 
0 

O 

CJ 

^ 

c«    0 

0  'a 

0 

^ 

s.    0 

^     Ol 

Q) 

0  cs  s  0  a,  3 

o 

O 

0 

-co 

0  <" 

^ 

0 

-n'Z, 

Sp 

fe 

^^ 

^  g  tH  a  0  to 

N 

kO 

C5 

0 

I-H 
rH 

r-( 

I-H 
I-H 

05 
I-H 

<0 

0) 

-S" 

Ol 

a) 

5) 

0) 

<u         <U 

Id     • 

W    3 

W 

p4 

■3 

oe4   3 

W 

3 

w 

§W 

"3 

s  w 

Sw 

3  W   3 

^  t^ 

a- 

P<      .    -M 

-u 

-JJ       . 

C 

&I 

-M        . 

-1^     .  -iJ 

■2w 

5 

^■| 

«■ 

c3 

«■ 

0 

^^1 

c4 

o3 

HJ 

1^ 

1 

Si-q 

1^ 

-3 

a 

d 

d 

0) 

cS 

w 

^2; 
b 

d 
0  s 

s »« 

0 

m 

t^ 

t-  00 

0 

a 

0 

55 

0 

._2  ^ 

9 

^ 
S 

1> 

S 

Its 

0 

-a 
0 

CD 

0 

1-5 

CD 

g 

es 
•-5 

"1 

•-5 

CD^t> 

d 

^_, 

(M 

eo 

Tjt 

»o 

CD 

j> 

00 

05 

0 

tz; 

CO 

to 

CD 

CO 

CO 

CO 

CO 

CD 

CO 

t^ 

COMBINED    METHOD    OP    CATARACT    EXTRACTION.  187 


H 


a     g  s  I  I  a  s 

a     a  a  ^  ^  a  a 


r-l  g  rH 

ti«i=  a    i?' 


s 

% 

g 

^ 

i-s 

^ 

«!3 

0 

•-5 

CD 

CO 

o> 

ft 

CO 

CO 

IM 

c»  a 

1-1    o 

N    >j 

N    >, 

S2  >> 

SI 

CD  a 

So 

^  o 

-  o 

kT     0 

.r  0 

=:  3 

es  a 

"3  s* 

S| 

;^ 

^1 

^^ 

050 

Ojo 

3" 

5^    . 

p5   fl 
Si    «i 

3 

c3 

a 

CS 

en 

■T3     1» 

§ 

^  0 

0 

>5 

a 
0 

a 

0) 

02 

0) 

1 

OCCO 

9      = 
a      =3 

o 

s 

"S 

1 

3 

n 

o 

C3 

S  a 

w3 

fe  "o 

a  1= 
s/a 

^ 

"S 

(4 
bo 

S    S 
O    " 

o 

O 

o 

O  , 
a, 

'S 

'i  a 
si 

5 

c 

CO 

fcD 

a 

o 

!h 
O 

a 

« 
■-S 

"a- 
o 

"cS 

CO 

f 

s 

1-1 
a  ^ 

I 
0 

A    narro 
fe  used,   win 
well.  Some  1 

0 

a 

CL. 

"a 
be 

0) 

=:  a 

a  ^ 

cZ  a 

Si 
i-t    . 

3 

00  ^ 

5 

'2 

J2 

a 

5 

'^ 

^i  a 

2^ 

ci 
0 

> 
_3 

OS 

00 
1— 1 

s?;3 
00-^ 

^^-^ 

?  a 
•<  be 

0 
0 

"o 

0 

0) 

OS 

00  rS 

S 
ci 

u 

o 
o 

a 

O 

a. 

CM 

O 

o 
o 

a 

P4 

a 

0 

Q 

1-^ 

1—1    a; 
.,  a, 
>»a« 

CO 

CD 

o 

•<? 

WD 

0 

CO 

01 

<D 

W 

s 

W  a 
.  cy 

w  S 

wS 

u 

a 

W 

a  aj 

w  § 

h; 

^  o 

h 

«| 

^1 

K 

_j    c4 

« 

0  " 

«l 

fq 

d 

^' 

M 

^ 

a 

1  <J  ;d 

a 

•<  CD 

^f^ 

0 

10 

oI 

^ 

CD 

.13 

< 

cc 

bfin 

^ 

M 

CO  CD 

CD 

«   t> 

£? 

£> 

£> 

0 

>-5 

be 

S 

- 

08 

— 

- 

pq 

m 

^ 

i-i 

^ 

\n 

CO 

»^ 

00 

t> 

l> 

t> 

i> 

i> 

t^ 

l> 

t* 

188 


INJURIES    AND    OPERATIONS. 


•sa 


O    03 
.2    =8 


^        ^        ^ 
i-H  00  -H 


O         O 


tf 


(M    O    X  N 


O    g 


2o  >> 

2  ^  o 


i£  o 


r  o 


M  -^  g  o 


^  S     CJ 


a  ;:^  fe 


u  3  S 


o  5  ^  -Tj 


s   o  —  z^  ;;  i) 


.c  '^ 
1^   3 


03 


=4-1     CD     O 


65 


s! 


I  "  "  c 


O  ^ 


3  !*-    o    2    ® 


■00     iT   Oh' 


t;      =4h  .-— 


=  ^  ^  <>> 


"3  tci^ 


Sou 


^  a  5  s 


.^    ^ 

^      w 


W-3 


Wd      HsHsW^gWs 


'S 


tf-|Ki|P3<»|«| 


S  00  JVi>  g  i> 


S  CO 


w 


«     P3 


s 


-u 

O 

TS 

t-> 

an 

N 

o  O 

-c 

kO 

Iffl 

o 

in 

as 

S 

J 

J3 

S 

S 

H 

o 

rP 

»o 

CO 

l> 

C30 

00 

00 

00 

COMBINED    METHOD    OF    CATARACT    EXTRACTION. 


189 


as* 
5^ 


a 

+= 

o 

a 

a> 

CB 

ft  OS 

ft 

ft.S  i,  o 


iCQ"* 


(M 

5  «4-l 

00  o 


?s    s 

00    £  (X) 

I-H       QJ 

-^  .5  -" 
as  £  rt 


Pm 


CO 
00 


V-3 
00 


00 


o 

CO 


Oi 


U       '     (-)  -^  r^ 


-gr-l   -g.^    >     C    p 


CO 

Ci 


1'    M    3    m    S    p^Xi    w    -    „, 
C^  O    CO    g 


00  y 


12;  ft 


r  o 

5vl 


r-l      0)      CS     O   "^ 

-p  i-l  i-(    R    OJ 


5S  W)--S 

3  .-    en    m"  + 

t3  ~;    to    r;    ft  S 

I*  2  "  .2       s  S 

»H     ->  ^    ci    a    ci     .> 
^Umai>^<i.SwOft 


^.2       t*  ^ 
a.-S^.S  I 

'^  a  s  '^, "! 


03  .     S  g 

U       .  >— I     O  ft  !» 

^   rrt     t^  >  ft  S 

m    S    "  ^  03  •;- 


..    o   ^<    o 


.■s  »* 


oo  a 


5t3 


.   "^      r- 


N 


^-U?.  00 


^  Ci   s   o  o 


-  ^  O^ 
O  00  >jOO 
J,  I— I    t.  1— I 

.  ft  e:  ■  ;  "5  :S  -  S  .- 
>:  ft  ®  >  ^  bc>  ;S  j; 
o  "a  '3  o  p.;^  o  Q)  o 

(25    M=H^    OCO^'O^ 


OS 


oq 


i-s 


CO  a  "cs  2 


CO  >»«:» 
2  0--I  >^, 


a  a  >=>> 


a  '^*^  .—  '^  ^ 
-e  >  a  o 


wc3^^Sg'-c3g 


00 


E^  a  » 


03  a  o  P 

i ,,  oi  ;3  -w 
a'5  S  S§  a 

»  o  a  .s  § 

ijr  -'  ^  e 


ft22  ^ 


'—  ri  ^  "^  « 


r  S  '"^  ^  g  -g  ^ 


OI 


0) 


m 


W  a  c4  s 


«| 


«  ^  '^  ^  I 


H  aW  aW  a 


W  S 


S 


•^  00 


c? 


0)  CO 

a  ;o 

a 


_      S      W 

?r  ^  a  ^  a  o 
^'^  ^  =o  ^  t> 


n 


1^ 


190 


INJURIES    AND    OPERATIONS. 


S 

Capsulotomy    to    bo 
done,  after  which  V. 
will  be  improved. 

:§ 

o 

g     g          3                  g 

o  a 

0?                   g      S               c?                            t 

00                          00        00                    00                                      m 
rH                            iH         1— 1                      1— 1                                         1^ 

S^                          CD        2                    S                                      « 

.    6C 

ill" 

03 

o 
p. 

g 

W 

n 
o 

C 

O 

■ffi  =:3                               ^^  a  2  >  ^      -2 
o.S-.ti                                a  S.£;5  =s4i      ^ 
-«■£«'?                               ,S-^-*^^'^=«       a-a 

«  "  o  -s                          ^  '^ '""  S'^S      >,  g 
•"'■^  00  a      ,                       cs  m  to 'S  -a  o     :t;  £^ 

a  j,^  ^    s    s         ssps^.a    -^js 

.>>^2                         o-gS-c^^" 
|-    .'Sis?     i            S2^|^|Si| 

00                       rH        eo                  OS                                 00 

iH                                             1-1                        N 

-2w 

(o                 ©          a  -g      2                      .  -» 

W  a              p4  a  W  i  -a  £  W  a                       ^^  'g.  g. 

S                       S              bog       1^                                 ^ 

-3 

a 

a  o               a  ^  S  o           f^p                       K    .  o 

i             1    •^          ^                   «^- 

6 

CO                        t*        00                   05                                    o 
0>                              OS         C5                       05                                            O 

COMBINED    METHOD    OF    CATARACT    EXTRACTION.  191 


Complicated,  traumatic^  and  other  irregular  cataracts 
operated  on  during  the  period  covered  by  the  foregoing 
series. 

1.  Mrs.  B.  S — ,  aet.  49.  R.  E.  Cataract  complicated  by 
almost  complete  posterior  synechia,  the  result  of  attacks 
of  iritis  on  and  off  for  many  years,  often  associated  with 
low  tension.  October  9th,  1889,  extraction.  Vitreous  pre- 
sented in  the  wound;  no  loss  of  it.  October  29th,  1889, 
V.  =  -^Q.      Opacities  in  vitreous  humour. 

2.  Rev.  W.  K— ,  £et.  70.  R.  E.  Cataract  in  an  eye 
previously  iridectomised  for  high  tension.  May  1st, 
1889,  extraction.     Capsule  very  tough.      May  21st,  1889, 

*  •   —    18- 

3.  James  M — ,  set.  60.  L.  E.  Cataract  with  thickened 
capsule  ;  trembling  iris  ;  disorganised  zonula.     June  19th, 

1889,  extraction.  Cataract  in  its  capsule  delivered  with 
vectis.  No  loss  of  vitreous  until  attempt  to  replace  pillars 
of  coloboma  with  spatula  was  made,  when  a  small  bead  of 
vitreous  presented,  and  was  abscised  with  the  scissors. 
Some  slight  haemorrhage  in  the  anterior  chamber.  June 
24th,  1889,  incarcerated  bead  of  vitreous  destroyed 
with  cautery.  August  16th,  1889,  opacities  in  vitreous 
humour.      V.  =  Y2' 

4.  Patrick  K — ,  aet.  32.  R.  E.  Cataract  in  an  eye 
which  has  been  the  subject  of  repeated  attacks  of  iritis. 
June  26th,  1889,  extraction.  Plastic  iritis  again  came 
on.     V.  =  P.  L. 

5.  Robert  H — ,  set.  50.  L.  E.  Traumatic  cataract. 
November  11th,  1889,  extraction.  November  25th,  1889, 
capsulotomy.      December  11th,  1889,  V.  =  ys. 

6.  Kate  F — ,  set.  18.  L.  E.  Cataract,  subsequently 
ascertained  to  be  complicated  with  chorioiditis  at  macula- 
lutea  and  opacities  in  vitreous  humour.      January  3rd, 

1890,  extraction.  January  15th,  1890,  V.  =  •^.  March 
3rd,  1890,  after  a  course  of  mercurial  inunctions  had 
been  used,  V.  =  -^. 

7.  Moses  T — ,  ast.  43.    R.  E.    Cataract  complicated  with 
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divergent  strabismus,  nebulous  cornea,  and  central 
cborioiditis.  March  3rd,  1890,  extraction.  Capsulo- 
tomy  difficult  owing  to  toughness  of  capsule.  After 
delivery  thickened  capsule  in  area  of  pupil  seized  with 
iris-forceps  and  drawn  away.  Shred  of  capsule  in  wound 
also  abscised.  No  loss  of  vitreous.  Healing  went  on 
normally  until  March  12th,  1890,  when  an  old  corneal  cica- 
trix having  broken  down  it  became  purulent  with  slight 
hypopyon.  The  ulcer  was  cauterised,  and  the  anterior 
chamber  paracentesed.  April  2nd,  1890,  ulcer  healed  and 
eye  quiet.      V.  =  ■^. 

8.  Elizabeth  K — ,  set.  77.  R.  E.  Cataract  in  an  eye 
which  had  been  the  subject  of  repeated  attacks  of  iritis 
for  many  years.  April  23rd,  1890,  extraction.  May 
21st,  1890,  V.  =  -^.    Vitreous  full  of  opacities. 

9.  Mary  M— ,  set.  73.  L.  E.  Cataract.  May  30th, 
1890,  extraction.  Slight  cortical  remains.  June  20th, 
1890,  capsulotomy.  July  llth,  1890,  V.  =  -^.  Vitreous 
humour  so  opaque  that  fundus  cannot  be  seen.  Coloboma 
2"5  mm. 

10.  Jane  W — ,  £et.  50.  R.  E.  Cataract  complicated 
with  central  opacity  in  cornea  from  phlyctenular  ulceration 
in  childhood.  July  9th,  1890,  V.  =  ■^.  Small  iris 
incarceration  at  inner  third  of  wound.     Coloboma  3*5  mm. 

11.  Mrs.  C — ,  set.  69.  L.  E.  Cataract  complicated 
with  central  senile  chorioidal  atrophy.  September  4th, 
1890,  extraction.      September  27th,  1890,  V.  =  ■^. 

12.  Mary  F — ,  aet.  26.  L.  E.  Cataract  in  an  eye 
with  almost  complete  posterior  synechia.  December  19th, 
1890,  extraction  with  purposely  wide  iridectomy.  Lens 
in  capsule  removed  with  vectis.  Some  fluid  vitreous 
followed.      January  21st,  1891,  V.  =  -j^. 

13.  John  L — ,  aet.  ?  R.  E.  Traumatic  cataract. 
March  13th,  1891,  extraction.  Patient  restless.  Con- 
siderable loss  of  vitreous  from  patient  forcibly  closing 
lids  after  extraction.  Some  cortical  remains  ;  would  not 
allow  pillars  of  coloboma  to  be  reduced.  Irido-cyclitis 
followed.      March  25th,  1891,  enucleation  of  eyeball. 
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14.  Mrs.  B.  S — ,  aet.  50.  R.  E.  Cataract  in  an  eye 
which  has  been  the  subject  of  repeated  attacks  of  iritis 
with  low  tension  for  many  years.  April  17th,  1891,  ex- 
traction. Patient  went  home  fourteen  days  afterwards 
before  eye  was  quite  white.  A  week  later  iritis  came  on. 
July  8th,  1891,  patient  seen  for  first  time  since  she  left 
town.  Pupil  now  closed,  but  eye  quiet.  May  10th, 
1892,  iridotomy.      May  17th,  1892,  V.  =  g^. 

15.  Male  patient,  get.  ?  L.  E.  Cataract  complicated 
with  old  irido-cyclitis.  April  20th,  1891,  extraction. 
May  20th,  1891,  V.  =  0. 

16.  John  K — ,  set.  39.  L.  E.  Traumatic  cataract. 
May  15th,  1891,  extraction.      Result  not  noted. 

17.  Mary  H — ,  set.  60.  L.  E.  Cataract  compli- 
cated with  nebulous  cornea.  July  28th,  1891,  extraction. 
Thickened  capsule  seized  with  capsule-forceps  after  de- 
livery and  drawn  away.  No  loss  of  vitreous.  July  14th, 
1891,  V.  =  -^Q.  Nebulous  cornea  and  large  posterior 
staphyloma. 

18.  Sarah  M — ,  aet.  69.  L.  E.  Cataract  compli- 
cated with  fine  chorioidal  changes  at  macula  lutea. 
September  2nd,    1891,   extraction.      October  27th,   1891, 

V.  =  ^. 

19.  Michael  G — ,  set.  67.  R.  E.  Cataract  com- 
plicated with  nebulous  cornea.  October  28th,  1891,  ex- 
traction. Large  shred  of  capsule  snipped  off  in  wound. 
Slight  cortical  remains.      December  13th,  1891,  V.  =  ^. 

20.  Edward  B— ,  ^t.  25.  R.  E.  Old  traumatic 
cataract.  November  9th,  1891,  extraction.  Capsule 
thickened.  After  removal  of  lens  it  was  attempted  to 
remove  part  of  the  capsule,  which  was  then  found  to  be 
adherent  to  the  iris  at  its  lower  part  and  also  to  the  vitreous. 
Finally  the  capsule  came  away  without  injury  to  the  iris, 
but  bringing  part  of  the  vitreous  with  it,  and  this  was  cut 
off  with  the  scissors.  December  9th,  1891,  V.  =  -^. 
Vitreous  humour  very  opaque. 

21.  James  Q — ,  tot.  40.  R.  E.  Traumatic  cataract. 
NovcuibL'r  2Utli,  1891,  extraction.      Fluid  vitreous  escaped 
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after  iridectomy.  Lens  fell  back  in  vitreous  clianiber, 
and  was  then  delivered  with  the  vectis.  Loss  of  vitreous 
slight.      December  4th,  1891,  V.  =  P.  L. 

22.  Thomas  J — ,  aet.  42.  R.  E.  Shrunken  and 
adherent  traumatic  cataract.  December  7th,  1891,  ex- 
traction. Cataract  drawn  away  with  forceps.  Small 
irido-dialysis  occurred  below,  followed  by  some  haemorrhage 
into  anterior  chamber.  December  21st,  1891,  closed 
pupil,  V.  =  0. 

23.  John  B — ,  ast.  17.  R.  E.  Traumatic  cataract. 
February  17th,  1892,  extraction.  A  good  deal  of  lens 
matter  remained.      Result  not  noted. 

24.  Anne  C — ,  aet.  45.  L.  E.  Traumatic  cataract 
from  injury  with  lance-shaped  knife  in  course  of  iridec- 
tomy for  glaucoma  at  a  country  hospital  a  little  time  pre- 
viously. March  2nd,  1892,  extraction.  A  large  quantity 
of  lens  substance  evacuated,  but  still  much  remained 
behind.  Eye  subsequently  again  became  hard,  and  the 
cicatrix  ectatic,  and  enucleation  had  to  be  performed. 

25.  Mr.  F.  H.  T— ,  tet.  84.  L.  E.  Cataract  compli- 
cated by  senile  central  choroiditis.  May  6th,  1892,  ex- 
traction.     May  24th,  1892,  V.  =  g%. 

26.  George  T — ,  aet.  39.  L.  E.  Zonular  cataract. 
June  3rd,  1892,  extraction.  Cortical  portion  clear,  but 
it  all  came  away.  June  15th,  1892,  capsulotomy.  June 
20th,  1892,  V.  =  -j^g. 

27.  John  C — ,  set.  66.  R.  E.  Zonular  cataract. 
June  27th,  1892,  extraction.  Incision  downwards  and 
inwards,  where  a  coloboma  was  made  by  me  in  1874. 
Immediately  on  the  incision  being  completed  the  vitreous 
presented,  and  the  cataract  had  to  be  extracted  with  the 
vectis,  the  whole  of  the  cortical  substance  coming  aAvay 
without  loss  of  vitreous.  June  29th,  1892,  suppuration  of 
wound.   August  3rd,  1892,  enucleation  of  phthisical  eyeball. 

28.  Daniel  H — ,  aet.  44.  R.  E.  Traumatic  cata- 
ract. December  7th,  1892,  extraction.  Lens  delivered 
with  vectis.      Slight   loss  of   vitreous.      December   21st, 
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1892j  haemorrhage  in  vitreous  humour.  January  4th, 
1893,  V.  =  -g-Q.      Haemorrhage  absorbed. 

29.  Robert  A — ,  get.  50.  L.  E.  Cataract  compli- 
cated with  cornea  globosa,  very  deep  anterior  chamber, 
and  trembling  iris.  April  7th,  1893,  extraction.  April 
28th,  1893,  V.  =  3^.  Hazy  vitreous.  Patient  much 
pleased.      Never  had  good  sight. 

One  senile  cataract  operated  by  another  method. — 
30.  Patrick  McG — ,  get.  53.  L.  E.  Slowly  progres- 
sive cataract  in  which  artificial  ripening,  i.  e.  iridectomy 
above  with  subsequent  direct  massage  of  lens,  was  done 
on  March  11th,  1891.  May  13th,  1891,  extraction. 
Some  slight  cortical  remains.  May  16th,  1891,  slight 
incarceration  of  the  iris  in  outer  angle  of  wound.  June 
12th,  1891,  V.  =  3^2-  (^w7ie  8th,  1893.) 

The  President  observed  that  though  he  was  personally 
opposed  to  the  author's  views,  the  results  and  arguments 
Dr.  Swanzy  had  brought  forward  almost  persuaded  him  to 
revert  to  an  operation  which  he  had  almost  abandoned  in  his 
practice,  and  had  been,  to  some  extent,  the  means  of  causing 
to  be  abandoned  in  his  hospital.  He  thought,  however, 
that  equally  good  results  could  be  obtained  without  having 
recourse  to  iridectomy,  which,  moreover,  added  to  the  risks 
of  the  operation.  He  referred  also  to  two  cases  in  which 
disastrous  consequences  had  followed  the  introduction  of 
cocaine  into  the  eye  previous  to  operation.  In  one  case  a 
25  per  cent,  solution  of  cocaine  had  been  accidentally  used, 
causing  much  damage  to  the  eye.  In  the  other  case  a  4 
per  cent,  solution  had  been  used  for  upwards  of  an  hour 
before  the  operation.  As  the  operation  was  in  the  country 
he  had  departed  from  his  usual  habit,  and  had  operated 
upon  both  eyes  at  the  same  time.  The  eye  in  which  the 
cocaine  instillations  had  been  made  for  over  an  hour  turned 
out  a  disastrous  failure;  whereas  in  the  other,  in  which 
cocaine  had  only  been  applied  for  a  few  minutes,  the 
result  was  quite  satisfactory.  He  insisted  upon  the 
desirability  of  telling  the  surgeon  in  charge  how  to  apply 
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the  cocaine  solution,  and  he  thought  that  from  twenty- 
minutes  to  half  an  hour  was  ample. 

Mr.  Tweedy  expressed  his  cordial  assent  to  the  author's 
views.  He  observed  that  the  meeting  comprised  a  very 
large  and  representative  assembly  of  ophthalmic  surgeons, 
and  he  suggested,  without  wishing  to  attach  too  much 
importance  to  the  result,  that  it  migiit  be  well  to  ascer- 
tain by  means  of  a  show  of  hands  the  preponderance  of 
this  or  that  view. 

On  this  being  done  nineteen  hands  were  held  up  for 
the  combined  operation,  and  four  only  for  the  simple 
operation. 

Mr.  McHardy  asked  whether  anyone  present,  if  he  had 
only  one  eye,  would  deliberately  elect  to  undergo  the 
simple  operation  without  iridectomy. 

The  President  promptly  replied  that  he  would  most 
certainly. 

Dr.  Hill  Griffith  (Manchester)  said  that  during  the 
five  years,  1888 — 92,  they  had  had  at  the  Royal  Eye  Hos- 
pital 144  simple  and  931  combined  operations  for  cataract. 
3'4  per  cent,  of  the  eyes  were  lost  after  the  simple 
operation,  and  5"37  after  the  combined  operation.  He 
did  not,  however,  desire  to  attach  too  much  importance 
to  the  difference  in  the  percentage  of  failures,  because 
the  latter  comprised  the  more  difficult  cases.  There  had 
been  fourteen  cases  of  prolapse  after  the  simple  operation ; 
ten  of  these  preserved  good  vision,  one  had  a  narrowed 
pupil,  and  three  were  lost. 

Mr.  Frost  pointed  out  that  iridectomy  enabled  them  to 
detect  and  remove  portions  of  cortical  substance  which 
might  otherwise  escape  removal. 

Mr.  Drake -Brockman  said  he  did  not  in  every  case 
perform  the  operation  for  cataract  without  iridectomy\ 
It  depended  upon  circumstances.  Since  1878  he  had 
operated  in  about  4000  cases  without  iridectomy,  and  he 
found,  on  referring  to  his  notes,  that  prolapse  had  occurred 
in  about  6  per  cent,  of  the  cases.  He  had  certainly 
obtained  better  results  without  than  with  iridectomy,  and, 
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for  this  reason,  he  had  not  persisted  in  mutilating  the  eye 
by  the  performance  of  iridectomy.  He  agreed  that 
streaked  keratitis  had  supei'veued  more  frequently  since 
the  introduction  of  cocaine.  If,  however,  the  eyes  were 
kept  closed  after  the  instillations,  there  was  less  chance  of 
denudation  of  the  epithelium  and  the  supervention  of  this 
particular  form  of  keratitis. 

Mr.  Cross  said,  that,  with  reference  to  the  position  of 
the  incision,  it  required  to  be  more  towards  the  periphery 
for  the  combined  operation,  while  for  the  simple  operation 
it  should  be  halfway  between  the  pupil  and  the  periphery. 
If  there  were  any  difficulty  in  extracting  the  lens  by  the 
simple  method,  and  if  the  iris  was  much  bruised,  and 
if  it  did  not  slip  back  readily  (if  necessary,  with  help) 
directly  the  operation  was  over,  then  he  would  remove 
it.  A  great  deal  of  risk  attended  persistent  efforts 
to  push  back  the  ii'is.  He  thought  that  the  practice 
of  pushing  the  iris  back  the  day  after  its  prolapse  was 
highly  dangerous.  He  had  seen  one  case  in  which  the 
prolapse  had  taken  place  as  late  as  the  ninth  day,  but 
usually  he  thought  it  was  possible  at  the  termination  of 
the  operation  to  make  up  one's  mind  whether  or  not  there 
was  likely  to  be  any  trouble.  If  the  iris  had  slipped 
well  back  to  the  level  of  the  pupil,  and  had  gone  well 
home,  then  they  had  little  to  fear.  He  deprecated  their 
tying  themselves  down  to  any  particular  procedure,  each 
case  deserving  to  be  dealt  with  on  its  merits.  There 
ought  to  be  no  champions  of  this  or  that  method,  their 
object  being  only  to  give  their  patients  the  best  possible 
chance  under  different  circumstances.  He  thought  that 
there  was  certainly  something  to  be  said  for  the  simple 
operation. 

Mr.  Anderson  Critchett  said  that  the  instillation  of 
cocaine  for  a  prolonged  period  prior  to  operation  must 
be  attended  with  considerable  risk.  In  one  case  at  St. 
Mary's  Hospital  in  which  the  instillations  had  been  carried 
on  for  at  least  forty  minutes  the  major  part  of  the  epithe- 
lium came  off,  and  the  operation  was  postponed.    He  had 
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been  in  the  habit  of  anaesthetising  the  iris  by  means  of  a 
few  drops  introduced  through  the  incision.  It  was  hardly 
necessary  to  say  that  the  solution  must  be  freshly  pre- 
pared or  carefully  sterilised  for  this  purpose.  He  was 
glad  that  the  combined  operation  had  such  a  doughty 
champion  as  the  author,  because  it  was  the  operation 
which  he  almost  invariably  employed  with  an  equally 
successful  series  of  cases.  He  hoped  and  believed  that 
the  question  would  be  thoroughly  threshed  out  at  the 
next  year's  International  Congress  of  Ophthalmology. 

Mr.  SwANZY,  in  reply,  said  it  was  most  important 
to  make  actual  reference  to  one's  notes  before  venturing 
on  a  definite  opinion  as  to  the  merits  of  the  rival  opera- 
tions. He  had  done  this  for  his  own  cases,  and  the  study 
of  his  notes  had  elicited  some  facts  that  came  in  the 
nature  of  a  surprise  to  him.  He  asked  whether  the 
gentlemen  who  had  spoken  had  done  the  same,  and  had 
not  made  up  their  minds  on  the  strength  of  a  general 
impression,  which  might  very  possibly  prove  to  be  at 
variance  with  their  results  as  recorded  in  their  case-books. 
He  thought  it  was  quite  possible,  that,  if  this  were  done,  it 
might  be  found  that  the  results  obtained  by  them  by  the 
combined  method  were  better  than  those  they  obtained  by 
the  simple  operation.  In  respect  of  those  operators  who 
had  abandoned  the  combined  for  the  simple  operation,  he 
would  like  to  know  what  kind  of  iridectomy  they  had 
been  in  the  habit  of  performing,  and  what  sort  of  iridec- 
tomy they  still  performed  when  they  had  recourse  to  it. 
Many  of  them  would  probably  say  that  they  took  away  as 
much  of  the  iris  as  they  could  catch  hold  of,  and,  if  that 
were  so,  he  could  readily  understand  that  they  had  aban- 
doned iridectomy.  Nothing,  he  thought,  could  be  more 
disfiguring  than  such  a  proceeding,  or  more  unnecessary. 
Such  an  iridectomy  would  conduce  to  prolapse,  with 
incarceration  of  the  iris  at  the  angles  of  the  wound,  which 
was  not  the  case  with  a  small  iridectomy,  owing  to  the 
greater  power  of  the  sphincter,  especially  if  the  pillars  of 
the  coloboma  were  got  well  down  with  the  spatula.     He 


EPITHELIAL    PEARL   TUMOUR    IN    THE    lEIS,  199 

did  not  think  it  was  fair  to  say  that  the  simple  operation 
was  better  than  the  other,  on  the  part  of  those  who 
reserved  the  combined  method  for  difficult  cases  in  which 
prolapse  was  probable.  By  reserving  the  combined 
method  for  the  unpleasant  cases  the  results  would  of 
course  appear  unfavorable  to  that  method ;  while  the 
results  of  the  simple  operation  applied  to  simple  cases 
only  would  be  correspondingly  improved.  He  regretted 
that  he  had  even  1  per  cent,  of  prolapse  with  incarcera- 
tion, and  he  would  not  resort  to  the  simple  operation  until 
the  apostles  of  the  method  had  shown  that  they  could  do 
the  operation  with  a  proportion  of  prolapses  of  less  than  1 
per  cent. 


9.   Epithelial  pearl  tumour  in  the  iris  following  implanta- 
tion of  eyelash  in  the  anterior  chamber. 

By.  F.  Richardson  Cross  and  E.  Treacher  Collins. 

(With  Plate  VIII.) 

J.  C — ,  «t.  8,  came  to  the  Bristol  Eye  Hospital  com- 
plaining of  loss  of  sight  in  the  right  eye.  Seven  months 
previously  he  had  wounded  this  eyeball  with  a  piece  of 
wire.  The  accident  caused  but  slight  pain,  and  little 
notice  was  taken  of  it,  but  the  eye  soon  became  blind. 

When  first  seen  by  me  the  eye  was  quiet;  there  was 
no  inflammation  of  any  kind ;  tension  normal.  The 
pupil  was  occupied  by  a  traumatic  capsular  cataract  with 
posterior  synechise.  At  the  upper  part  of  the  anterior 
chamber  was  a  small  round  spot,  which  at  first  looked 
like  the  scar  of  a  wound  in  the  cornea  towards  its  margin, 
but  closer  examination  showed  it  to  be  a  small  nodule 
wedged  between  cornea  and  iris.  A  long  black  line  lay 
vertically  in  the  anterior  chamber,  one  end  of  it  running 
into  the  nodule.      The  line  was  diagnosed  to  be  an  eye- 
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lash,  and  the  nodule  a  cyst  proliferating  at  one  end  of 
it.  On  March  13th,  1892,  an  incision  was  made  through 
the  cornea  with  the  intention  of  removing  the  eyelash 
and  the  nodule,  together  with  the  adjoining  iris.  The 
lash  was  easily  extracted  by  an  iris  forceps ;  it  was  dis- 
tinctly in  contact  with  the  cyst,  but  not  firmly  adherent 
to  it.  The  removal  of  the  tumour  proved  very  difficult ; 
on  several  occasions  it  was  firmly  in  the  grasp  of  the  for- 
ceps, which,  however,  failed  to  shift  its  connections  or 
to  extract  the  iris,  because  of  the  synechias  present ; 
fragments  of  it  were  removed,  and  so  was  the  iris  tissue 
above  and  below  it,  but  no  good  iridectomy  was  effected. 
Debris  of  the  lens  escaped,  but  it  seemed  impossible  fully 
to  separate  the  tumour,  even  if  one  had  persisted  up  to 
the  rupture  of  the  vitreous.  I  therefore  desisted,  leaving 
behind  remains  of  the  growth  firmly  implanted  on  the 
iris,  and,  as  it  seemed  to  me,  passing  backwards  to  the 
ciliary  body.      The  eye  healed  well. 

On  May  10th  the  boy  was  seen  again,  when  the  tumour 
had  grown  towards  the  pupil  from  its  former  more  peri- 
pheral position. 

In  March,  1893,  he  again  presented  himself  after  a  long 
interval,  just  a  year  from  the  operation.  The  right  eye 
was  very  irritable,  distinctly  inflamed,  with  lachrymation 
and  photophobia.  The  episcleral  tissue  was  moderately 
injected,  with  considerable  conjunctivitis.  The  tension 
of  the  eyeball  was  normal,  and  the  iris  was  not  dis- 
coloured. 

In  the  anterior  chamber  was  a  greyish-looking  tumour, 
7  mm.  in  its  longest  diameter,  dark  in  colour  above, 
but  below  and  in  front  appearing  to  be  covered  with  a 
silverish-white  membrane  and  fine  fibi-illas ;  it  seemed  to 
be  tightly  wedged  between  the  cornea  and  iris,  and  to  be 
embedded  in  the  latter.  The  centre  of  the  pupil  was 
displaced  outwards.  The  left  eye  was  not  inflamed  nor 
the  least  impaired  in  function,  but  it  was  irritable.  The 
difficulty  that  had  been  experienced  in  attempting  to 
remove  the  tumour  on  the  previous  occasion,  and  the  risk 
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DESCRIPTION  OF  PLATE  VIII, 

Illustrating  Messrs.  F.  E.  Cross  and  E.  T.  Collins's  paper  ou 
Epithelial  Pearl  Tumour  in  the  Iris  following  Implantation 
of  Eyelash  in  the  Anterior  Chamber  (p.  199). 

Fl&.  1. — Section  of  anterior  half  of  globe,  showing  position  of  tumour  in 
the  substance  of  the  iris.  The  square  to  which  a  points  is  the  part  shown  in 
Fig.  2,  more  highly  magnified,      x   10. 

Fig.  2.— x300. 

A.  Contents  of  cyst. 

S.  Epithelial  lining  of  cyst. 

C.  Iris. 

Z>.  Lens  capsule. 

E.  Lens. 
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of  sympathetic  mischief  from  repeatedly  wounding  the 
eyeball,  decided  me  (Mr.  Cross)  to  enucleate,  and  the 
specimen  was  sent  to  Mr.  Treacher  Collins. 

Pathological  examination. — After  hardening  in  Miiller's 
fluid  and  freezing,  an  antero-posterior  vertical  section  was 
made  of  the  globe  (Plate  VIII,  fig.  1).  The  anterior 
chamber  is  deep  ;  its  angle  at  the  seat  of  section  is  widely 
open.  In  the  lower  part  of  the  iris  on  the  inner  side  is  a 
prominence,  which  on  section  is  seen  to  be  due  to  a  white 
shining  mass  of  soft  consistency  contained  in  it.  This 
mass  measures  3  mm.  antero-posteriorly  and  5"5  mm.  ver- 
tically. Pigmented"  iris  tissue  is  seen  on  both  the  anterior 
and  posterior  surfaces  of  it  (Plate  VIII,  fig.  1).  The 
pupillary  margin  of  the  iris  is  adherent  in  part  of  its 
extent  to  the  lens  capsule.  The  nucleus  of  the  lens  is 
absent,  but  a  considerable  amount  of  its  cortex  remains 
in  the  peripheral  portions  of  the  capsule.  The  vitreous 
is  of  good  consistency  ;  the  retina  and  choroid  are  appa- 
rently healthy  and  in  situ. 

Microscopical  appearances  of  sections  of  the  front  half  of 
the  eye  after  it  had  been  embedded  in  celloidin  (Plate  VIII, 
fig.  2). — The  mass  situated  in  the  iris  is  a  cyst  with  opaque 
white  contents.  It  is  lined  by  laminated  epithelium,  the 
cells  in  contact  with  the  iris  tissue  being  the  best  deve- 
loped, the  innermost  ones  being  flat  and  scaly.  The 
contents  of  the  cavity  consist,  of  a  quantity  of  polyhedral 
cells,  most  of  which  contain  no  nucleus,  or  in  which  the 
nucleus  has  not  stained  with  logwood  (Plate  VIII,  fig.  2). 
The  outline  of  the  cells  is  all  that  can  be  distinguished  ; 
they  are  probably  epithelial  cells  undergoing  degenera- 
tion. There  are  also  numerous  small  globules  of  fat ; 
probably  there  were  cholesterine  crystals  contained  in  the 
cyst,  which  dissolved  out  in  passing  the  specimen  through 
alcohol.  A  portion  of  the  iris  overlying  the  new  growth 
is  adherent  to  the  back  of  the  cornea.  None  of  the 
sections  examined  show  any  cicatrix  in  the  latter.  The 
pupillary  border  of  the  iris  is  united  by  new-formed  fibrous 
tissue  to  the  anterior  capsule  of  the  lens. 
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Strange  as  it  may  seem,  it  appears  not  to  be  such  a 
very  uncommon  occurrence  for  one  or  more  eyelashes  to 
be  carried  in  through  a  wound  of  the  eye.  We  have  here 
two  specimens  from  the  museum  of  the  Moorfields  Hos- 
pital, in  one  of  which  an  eyelash  lies  half  in  a  wound  of 
the  cornea  and  half  out.  In  the  other  an  eyelash  lies  in 
the  anterior  chamber  on  the  front  of  the  iris,  half  the 
cornea  having  been  cut  away  to  expose  it.  Several  simi- 
lar cases  have  also  been  reported  to  this  Society  and  else- 
where. The  sort  of  injury  which  generally  brings  about 
an  accident  of  this  kind  is  a  punctured  wound  with  such 
an  instrument  as  a  piece  of  wire,  a  knife,  or  a  rapier.  In 
a  case  recorded  by  Sweigger,  as  many  as  six  eyelashes 
were  found  in  the  anterior  chamber,  after  a  wound  with  a 
rapier.  When  the  eye  has  not  been  otherwise  damaged, 
early  removal  of  the  eyelash,  L  e.  within  six  weeks  of  the 
accident,  appears  to  have  been  entirely  successful.  The 
success  of  the  removal  per  se,  has  been  in  other  cases  as 
well  marked  when  prolapse  of  iris  or  traumatic  cataract 
has  resulted  as  part  of  the  original  injury.  The  case 
of  Rothmund's,  however,  must  be  quoted  as  an  exception  ; 
in  it  four  eyelashes  were  found  in  the  anterior  chamber, 
and  were  removed.  Two  years  later  the  patient  returned 
with  the  eye  inflamed  and  painful,  and  a  cystic  epithelial 
growth  in  the  anterior  chamber. 

When  an  eyelash  has  been  lying  in  the  eye  for  a  con- 
siderable time,  it  may  become  partially  surrounded  by  or 
connected  with  an  epithelial  pearl-like  tumour,  the  start- 
ing-point of  which  seems  to  be  the  root-sheath  of  the 
hair.  This  is  what  occurred  in  the  case  we  have  brought 
before  you  this  evening,  also  in  seven  others  which  we 
have  found  recorded  by  Rockliffe,  Stoeber,  Pamard, 
Monoyer,  Rothmund,  Sweigger,  and  Masse.  We  ap- 
pend a  short  abstract  of  each  of  these.  That  the  origin 
of  the  growths  is  that  suggested  was  conclusively  proved 
by  the  last-named  observer,  who  produced  some  of  a 
similar  character  by  planting  eyelashes  into  the  anterior 
chamber  of  rabbits'  eyes. 


I 
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In  Rockliffe's,  Stoeber's,  Pamard's^  and  our  own  case 
one  eyeiash  only  was  carried  into  the  eye,  and  one  tumour 
only  grew.  In  Monoyer's  case  there  was  only  one  eye- 
lash but  two  tumours,  one  apparently  unconnected  with 
the  hair.  In  Rothmund's,  Sweigger^s,  and  Masse' s  cases 
several  lashes  were  seen  in  the  anterior  chamber ;  in  the 
first  two  only  two  growths  appeared,  and  in  the  last  three. 
Masse's  case  is  of  considerable  interest,  for  it  is  the  only 
one  in  which  the  growth  in  the  eye  was  not  removed. 
The  patient,  though  he  had  several  attacks  of  irido- 
choroiditis,  repeatedly  refused  to  allow  of  any  operation. 
At  the  end  of  five  years  one  of  the  tumours  is  said  to 
have  grown  to  the  size  of  a  large  bean  and  to  be  adherent 
to  the  cornea;  the  other  two  remained  stationary  as  small 
white  points.  In  all  the  other  cases  except  Monoyer's 
and  ours  the  tumour  was  removed  together  with  a  portion 
of  the  iris,  and  the  eye  did  well.  In  Monoyer's  case  the 
operation  for  the  removal  of  the  growths  is  described  as 
having  been  long  and  complicated  ;  severe  inflammation 
followed,  and  the  eye  was  lost.  In  our  case,  for  the  reasons 
we  have  already  stated,  it  was  thought  advisable  to  excise 
the  eye.  We  have  thus  had  the  opportunity,  which  none 
of  the  previous  observers  had,  of  examining  the  growth 
in  situ. 

The  essential  pathological  characters  of  the  tumours  in 
all  the  cases  would  appear  to  be  the  same.  All  of  them 
were  composed  of  epithelial  cells,  and  all  of  them  presented 
a  white  mother-of-pearl-like  appearance  on  section,  due 
probably  to  the  cholesterine  crystals  contained  in  them. 

What  we  think  our  case  especially  well  demonstrates 
is,  that  the  tumour  is  essentially  cystic,  with  a  lining  of 
well-developed  laminated  epithelium,  and  a  semi-solid  con- 
tents of  degenerated  epithelial  cells  and  fat  globules. 

The  actual  position  of  the  growth  within  the  eyeball 
differs  in  the  several  cases,  and  with  it  the  probability  of 
easy  removal.  In  some  it  seems  to  have  been  free  in  the 
anterior  chamber,  and  in  such  a  case  might  almost  float 
out  with  the  escape  of  the  aqueous  humour.      In  others 


204  INJURIES    AND    OPERATIONS. 

it  was  enveloped  in  the  iris  ;  the  chance  then  of  success- 
fully extracting  it  would  depend  on  the  possibility  of 
making  it  part  of  an  easy  iridectomy. 

The  main  point  to  be  remembered  from  a  study  of  these 
cases  is  the  importance  of  early  diagnosis  of  eyelash  in 
the  anterior  chamber  and  its  prompt  removal. 

1.  Bochliffe  {' Trans.  Ophth.  Soc./ vol.  iii,  p.  26). — Case 
of  a  man,  ast.  63,  who  had  a  wound  with  an  iron  staple. 
The  iris  prolapsed,  but  afterwards  retracted  under  atro- 
pine. The  lens  became  cataractous  ;  six  weeks  later  an 
eyelash  was  seen  on  the  front  of  the  iris.  An  unsuccess- 
ful attempt  was  made  to  remove  it,  it  being  too  firmly 
adherent.  A  year  after  the  injury  acute  inflammation 
set  in,  and  a  white  woolly-looking  growth  was  seen  over 
the  inner  end  of  the  lash.  This  rapidly  increased  in 
size,  pressing  the  iris  back  and  reaching  the  posterior 
surface  of  the  cornea.  The  growth  and  a  large  piece  of 
the  iris  were  removed.  Microscopical  examination 
showed  it  to  consist  of  a  mass  of  epithelial  cells,  the 
nuclei  of  which  stained  distinctly. 

2.  Stoeher  (' Klin.  Monatsbl.  f.  Augenheilk.,'  vol.  ii, 
September,  1864). — The  case  of  a  child  who  had  had  a 
wound  of  its  eye  from  a  splinter  of  wood.  Several 
months  after  a  tumour  grew  in  the  outer  part  of  the  iris 
at  the  pupillary  border  ;  proceeding  from  it  was  a  brown 
line,  which  turned  out  to  be  an  eyelash.  Vision  became 
affected.  The  tumour  and  the  part  of  the  iris  to  which 
it  adhered  wei^e  removed,  and  the  patient  did  well.  The 
tumour  consisted  of  a  cyst  with  white  coagulated  contents, 
which  was  formed  of  cells  filled  with  fat  and  cholesterine 
crystals.      No  scar  could  be  found  in  the  cornea. 

3.  Pamard  {d' Avignon)  (' Annales  d'Oculistique,  vol.  v, 
p.  157,  1841). — Case  of  a  man,  a3t.  28,  who  was  striking 
a  match,  and  something  flew  into  his  eye.  The  next  day 
the  doctor  saw  a  hair  in  the  eye,  but  was  unable  to  deter- 
mine if  it  was  between  the  layers  of  the  cornea  or  in  the 
anterior  chamber.  Foui'teen  months  after  the  injury  a 
spherical  bod}',  the  size  and  shape  of  a  pea,  was  seen  in 
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the  lower  part  of  tlie  anterior  cliamber ;  to  it  was  attached 
a  hair,  which  passed  upwards  and  inwards  across  the 
pupil.  No  scar  could  be  seen  in  the  cornea.  The  growth, 
together  with  the  piece  of  iris  to  which  it  adhered,  was 
removed,  and  the  patient  did  well.  The  growth  was  like 
mother-of-pearl  in  colour,  and  of  soft  consistency.  The 
hair  was  the  size,  shape,  and  colour  of  the  eyelashes  of  the 
patient. 

4.  Monoyer  (' Gaz.  medic,  de  Strasboui'g,'  1872), — The 
case  of  a  young  man  who  wounded  his  eye  with  a  piece  of 
iron  wire.  Two  tumours,  white  like  mother-of-pearl,  de- 
veloped in  the  iris  some  months  afterwards  :  one,  the  size  of 
a  large  grain  of  wheat,  in  the  lower  and  outer  pai^t ;  the 
other,  the  size  of  a  grain  of  millet,  opposite  the  first, 
near  the  circumference  of  the  cornea.  From  the  second 
one,  by  focal  illumination,  a  hair  could  be  seen  projecting. 
The  tumours  were  rapidly  increasing  in  size,  and  an  opera- 
tion for  their  removal  was  performed,  which  was  long  and 
complicated.  Severe  inflammation  followed,  and  the  eye 
was  lost.  The  smaller  tumour,  the  one  with  the  eyelash, 
was  not  removed.  The  microscopical  examination  of  the 
larger  one  showed  it  to  consist  of  epithelial  cells  arranged 
in  concentric  layers.  The  cells  were  fusiform  without  any 
nuclei ;  here  and  there  between  them  were  crystals  of 
cholesterine. 

5.  Rothmund  ('Klin.  Monatsbl.  f.  Augenheilk.,  vol.  x, 
p.  189,  1872). — A  case  in  which  there  had  been  a  wound 
of  the  cornea  by  a  chip  of  iron.  Four  eyelashes  were  found 
lodged  in  the  anterior  chamber.  These  were  removed. 
Two  years  later  the  eye  became  inflamed  and  painful,  and  a 
round  white  body  like  a  vesicle  was  seen  to  have  formed  in 
the  upper  and  outer  part  of  the  anterior  chamber.  It  was 
removed  entirely,  and  found  to  be  a  cyst  composed  of 
epidermal  cells  arranged  in  concentric  layers  without 
nuclei,  and  resembling  much  the  medullary  tissue  of 
plants. 

6.  Siveigger  {'  Ophthalmological  Society  of  Heidelberg,' 
1871). — The  case  of  a  student  who,  after  an  injury  to  the 
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eye  during  a  duel,  had  six  eyelashes  in  the  anterior 
chamber.  They  were  removed  by  two  operations.  At 
the  second,  nine  months  after  the  injury,  in  the  outer  part 
of  the  iris  two  white  dots  were  noticed  ;  these  grew  rapidly, 
and  at  the  end  of  three  months  were  the  size  of  pins' 
heads.  They  were  removed  by  an  iridectomy,  and  found 
to  consist  of  epithelial  cells. 

7.  Masse  {'  Kystes,  tumours  perlees,  et  tumeurs  der- 
moides  de  Firis,'  p.  48). — The  case  of  a  man  set.  33,  who 
wounded  his  cornea  with  a  screw-driver.  The  iris  was 
cut  and  a  piece  prolapsed.  Several  eyelashes  were  carried 
into  the  anterior  chamber.  Four  months  after  the  injury 
two  white  points  were  observed  near  the  bulbs  of  the  eye- 
lashes. Eight  months  after  one  of  these  had  reached  the 
size  of  a  little  pea,  the  other  remained  stationary.  An 
attack  of  irido-choroiditis  occurred.  The  patient  refused 
to  allow  of  any  operation.  A  third  small  white  point 
was  subsequently  observed  in  connection  with  a  third 
eyelash.  Five  years  after  the  injury  one  of  the  tumours 
had  grown  to  the  size  of  a  large  bean,  and  was  adherent  to 
the  cornea.  [July  7th,  1898.) 

The  President  mentioned  the  case  of  a  sailor  boy  who 
slipped  and  drove  the  knife  he  held  in  his  hand  into  the 
eye  carrying  in  an  eyelash.  It  established  itself  on  the 
iris  and  grew  until  it  formed  coil  after  coil  in  the  anterior 
chamber.  Mr.  Hancock  and  he  himself  were  at  first 
puzzled  to  account  for  the  appearances,  but  they  ulti- 
mately made  out  the  presence  of  the  hair,  which  required 
considerable  force  for  its  removal.  An  iridectomy  was 
performed,  and  the  boy  did  quite  well. 

Dr.  RocKLiPPE  said  he  showed  the  case  Mr.  Collins  had 
referred  to  in  1883.  The  patient  was  not  seen  until  six 
weeks  after  the  accident,  when  he  had  iritis  and  traumatic 
cataract,  and  an  eyelash  lying  on  the  iris  below  the  pupil, 
which  he  failed  to  extract,  it  being  apparenlly  adherent 
to  the  iris  throughout  the  entire  length.  Twelve  months 
afterwards  the  patient  came  with  a  small  gi'owth  in  ap- 
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position  to  the  posterior  surface  of  the  cornea  and  depress- 
ing the  iris.  This  was  taken  to  be  a  tumour  of  the  hair- 
root,  and  on  opening  the  A.  C.  for  removal,  the  growth 
with  hair  attached  washed  out  with  the  aqueous,  and  the 
patient  did  well.  Dr.  Brailey  reported  that  the  tumour 
was  due  to  proliferation  of  the  cells  of  the  root-sheath. 

In  another  case  in  August,  1891,  a  man  employed  in 
fixing  telephones  was  struck  in  the  R.  E.  by  a  rebound- 
ing wire  which  lacerated  his  cornea  and  caused  a  trauma- 
tic cataract.  Owing  to  the  general  haziness  of  the 
cornea,  nothing  abnormal  was  noticed  in  the  anterior 
chamber.  In  September  capsular  remains  only  were  noted, 
and  in  December  slight  catarrhal  ophthalmia. 

In  January,  1893,  the  cornea  being  quite  clear,  one  split 
or  two  cilia  were  noticed  in  the  anterior  chamber,  the 
bulbous  ends  fixed  in  and  slightly  elevating  the  cornea,  the 
free  end  of  one  being  buried  in  the  angle,  and  of  the  other 
perforating  the  iris.  Several  unsuccessful  attempts  were 
made  to  grasp  the  cilia  by  means  of  forceps,  and 
eventually  with  difiiculty  it  was  dragged  by  a  Tyrrell's 
hook  to  the  opening,  where  it  unfortunately  slipped  back. 
Further  interference  was  postponed  for  a  few  days,  dur- 
ing which  (unfortunately)  the  man  was  wired  suddenly 
home  to  London  headquarters,  to  again  be  sent  forth  on 
his  ubiquitous  occupation,  so  that  it  is  possible  he  may 
turn  up  at  some  ophthalmic  clinique  with  a  growth  in  his 
anterior  chamber  or  cornea. 
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XVII.  MISCELLANEOUS. 

1.   The  optical  conditions  existing  in  fifty  apparently  normal 

people. 

By  H.  Work  Dodd. 

Me.  President  and  Gentlemen, — In  the  cases  which  I 
have  the  honour  to  present  to  you  to-night  I  have  endea- 
voured to  produce  a  fairly  complete  record  of  certain 
conditions  existing  in  fifty  cases  of  people,  male  and 
female,  with  normal  eyes,  or,  rather,  eyes  concerning 
which  no  complaint  was  made.  (In  no  case  was  the 
patient  applying   for  ophthalmic   treatment.) 

These  have  taken  many  months  to  collect — nearly  two 
years, — for  nearly  eveiy  subject  objected  more  or  less 
energetically  to  the  necessarily  prolonged  series  of  tests 
I  desired  to  apply,  and  it  is  only  with  much  perseverance 
that  I  have  been  so  far  successful. 

The  points  to  which  I  have  directed  my  attention  in 
each  pair  of  eyes  have  been  (1)  the  interpupillary  distance, 
(2)  the  convergence,  (3)  the  nccommodation,  (4)  the 
visual  acuteness  and  ametropia,  both  before  and  after 
mydriasis,  and  (5)  the  oculation,  or  right  and  loft  eycdness. 

(1)  The  interpupillary  distance  has  been  measured 
with  a  steel  metre  measure,  the  eyes  being  in  each  case 
directed  for  infinity. 

(2)  In  convergence  the  punctum  remotum  has  been 
obtained  by  causing  the  subject  to  look  at  the  far  type, 
and  then  placing  before  one  eve  a  prism,  with  the  base 
inwards,  of  such  a  strength  that  the  patient  could,  by 
great   clfort,   just  fuse   the  two  images  formed  into  one. 
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In  every  case  this  has  required  a  special  education  before 
it  could  be  satisfactorily  attained. 

The  punctum  proximum  of  convergence  has  been 
measured  by  the  ophthalmo-dynamometer  of  Dr.  Landolt^ 
and  repeatedly  done,  so  as  to  arrive  at  as  accurate  a 
result  as  possible. 

(3)  The  punctum  proximum  of  accommodation  of  each  eye 
has  also  been  found  by  the  use  of  the  ophthalmo-dynamo- 
meter, the  other  eye  being  covered  perfectly  in  the 
process.  Here  also  have  I  taken  exceeding  care  to 
insure  accuracy. 

(4)  The  visual  acuteness  and  refraction  both  before  and 
after  mydriasis  have  been  obtained  by  means  of  the  distant 
type  (Snellen's),  illuminated  by  a  constant  artificial  light, 
and  the  ordinary  trial  lenses.  The  mydriasis  was  pro- 
duced by  the  instillation  of  Gutt.  Atrop.  Sulph.  grs.  iv 
ad  3j,  t.  d.  ut.,  for  three  consecutive  days  in  every  case. 
Some  eyes  in  which  anomalies  have  appeared  have  had 
the  drops  for  longer  periods — even  to  the  full  week. 

Most  of  the  subjects  have  been  patients  for  surgical 
troubles  in  my  beds  and  those  of  my  colleagues  at  the 
Royal  Free  Hospital,  and  to  insure  thorough  mydriasis 
the  drops  have  been  put  into  their  eyes  by  the  sister  of 
the  ward  in  which  they  were  lying.  I  have  suffered 
much  in  the  loss  of  the  good  opinions  of  many  of  these 
cases  in  respect  of  this  procedure,  but  by  the  judicious 
employment  of  the  soft  answer  which  turneth  away  wrath 
I  have,  up  to  the  present,  escaped  several  grave  perils 
with  which  I  have  been  threatened.  Retinoscopy  has 
been  employed  as  a  confirmatory  test  in  every  case  in 
which  doubt  has  appeared. 

As  reading  these  fifty  cases  through  would  become 
very  monotonous,  and  can  be  of  no  practical  good,  I  have 
exposed  them  on  this  sheet  for  your  future  attention. 
Each  one  runs  transversely  across  the  paper  from  left  to 
right.      I  will,  however,  note  the  results  I  have  attained. 

I  find  that — 

1.   The  average  interpupillary  distance  =  6'012  cm. 
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2.  The  average  punct.  remotum  of  convergence  =  1'24 
ma. ;  the  average  punct.  proximum  of  convergence  =  10'86 
cm. ;   the  average  amplitude  of  convergence  =  11*08  ma. 

3.  The  average  punctum  proximum  of  accommodation, 
K.  E.  =  10-10  cm.,  L.  E.  =  10-38  cm.  The  average 
amplitude  oi  accommodation,  R.  E.  =  12-53  D.,  L.  E.  = 
12-20  D. 

4.  The  punctum  proximum  of  accommodation  is  nearer 
to  the  (a)  right  eye  in  24  cases  ;  (6)  left  eye  in  15  cases ; 
(c)  is  equal  in  both  eyes  in  11  cases. 

5.  The  amplitude  of  accommodation  is  greater  in  (a) 
the  right  eye  in  28  cases  ;  (b)  left  eye  in  17  cases  ;  (c)  is 
equal  in  both  in  5  cases. 

6.  The  visual  acuteness  before  mydriasis  was  more  acute 
in  the  right  eye  in  15  cases,  in  the  left  eye  in  12  cases, 
was  equal  in  both  eyes  in  23  cases.  After  mydriasis  was 
more  acute  in  the  right  eye  in  15  cases,  in  the  left  eye  in 
14  cases,  was  equal  in  both  eyes  in  21  cases. 

7.  Ametropia :  there  was  less  ametropia  in  tbe  right 
eye  in  17  cases,  in  the  left  eye  in  15  cases.  The  amount 
of  ametropia  was  equal  in  17  cases.  In  one  case  there  was 
no  ametropia.  There  was  simple  hypermetropia  in  both 
eyes  in  39  cases.  There  was  simple  myopia  in  both  eyes 
in  1  case.  There  was  simple  hypermetropic  astigmatism 
in  1  case.  There  was  compound  hypermetropic  astigma- 
tism in  4  cases. 

There  was  pronounced  anisometropia  in  4  cases,  viz.  : 
B.  E. —  (1)  Mixed  astigmatism.      (2)   Simple  hyperme- 
tropia.     (3)  Mixed  astigmatism.      (4)  Cpd.  hyperm.  astig. 
L  .E. — (1)  Cpd.  hyperm.  astig.    (2)  Mixed  astigmatism. 
(3)  Simple  myopic  astigmatism.      (4)  Simple  hyperm.  as- 
tigmatism. 

8.  The  oculation  was  dexter  in  34  cases,  sinister  in  15 
cases,  indifferent  in  1  case. 

The  existence  of  right-eyedness  and  left-eyedness, 
which  I  have  here  christened  oculation  for  lack  of  a  better 
name,  was  first  pointed  out  to  me  by  my  friend  and  col- 
league Mr.  Hartridge  ;  and  as  little  appears  to  have  been 
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said  upon  this  subject  I  thought  it  as  well  to  introduce  it 
into  this  examination  of  cases. 

By  oculation  I  mean  the  choice  of  the  eye,  whether 
dexter  or  sinister,  with  which  one  more  particularly  looks 
at  an  object. 

The  method  I  have  used  in  testing  this  is  the  follow- 
ing : — The  eyes  being  directed  at  an  object  situated  at 
infinity,  a  finger-ring  2  cm.  in  diameter  (a  key  is  perhaps 
better)  is  held  up  at  arm's  length  to  his  front  by  the 
patient,  both  eyes  being  kept  open,  in  such  a  way  that  he 
looks  through  it  at  the  object.  If  then  one  eye  be  covered 
certain  results  will  follow  ;  viz.  if  the  oculation  be  right- 
eyed,  on  excluding  the  left  eye  little  or  no  alteration  will 
occur,  but  if  his  dexter  eye  be  covered  the  ring  will 
appear  to  move  rapidly  towards  the  right  side.  The 
same  change  occurs  reversed  in  the  left-eyed  subjects. 
The  ring  in  every  case  will  be  placed  in  the  line  of  fixa- 
tion of  one  particular  eye,  no  matter  how  often  the  ex- 
periment be  tried.  Other  things  being  equal,  if  one  eye 
be  closed  and  the  ring  then  put  up,  of  course  it  will  lie  in 
the  line  of  fixation  of  the  patent  eye  ;  and  after  both  eyes 
have  been  opened,  if  that  eye  be  closed,  will  appear  to 
move  towards  its  side.  I  have  met  one  case  only  in 
which  the  side  appeared  indifferent.  Thinking  that  per- 
haps the  hand  chosen  to  put  up  the  ring  had  some  effect 
upon  this  experiment  I  generally  commenced  the  test  with 
the  left  hand  in  right-handed  subjects,  and  vice  versa, 
but  was  unable  to  satisfy  myself  that  this  exercised  any 
influence  upon  the  result. 

This  choice  of  oculation  appears  at  all  distances,  from 
infinity  upwards. 

I  have  here  a  rough  analysis  of  some  of  the  conditions 
in  the  thirty-four  right-eyed  and  the  fifteen  left-eyed 
cases,  which  I  have  made  in  the  hope  of  finding  some- 
thing which  might  account  for  this  oculative  choice. 
This  I  will  not  read  to  you,  but  it  is  open  for  your  in- 
spection. From  it  it  would  appear  that  the  choice  of  eye 
to  a  great  extent  depends  upon  (a)  the  absence  of  ame- 
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tropia,  and  (&)  upon  the  greater  visual  acuteness  in  that 
eye  ;  for  in  the  right-eyed  cases  the  majority  of  the  right 
eyes  have  less  ametropia  and  greater  visual  acuteness  than 
the  left  eyes,  and  in  the  left-eyed  cases  the  reverse  occurs. 
Probably  other  causes  enter  into  this  question,  which  I 
have  as  yet  failed  to  discover. 

In  the  34  cases  in  which  oculation  is  right  eyed —  R.  E.    L.  E.    Equal. 

1.  The  punct.  prox.  of  accom,  is  nearer  in  the  .         .  15 

2.  The  amplitude  of  accom.  is  greater  in  the     .         .  18 

3.  The  visual  acuteness  before  mydr,  is  greater  in  the  12 

4.  „  „  after        „  „  10 

5.  The  amount  of  ametropia  is  less  in  the         .        .  12 

(One  case  with  no  ametropia.) 

In  the  15  cases  in  which  oculation  was  left  eyed — 

1.  The  p.  p.  of  accom.  is  nearer  to  the 

2.  The  amplitude  of  accom.  is  greater  in  the     . 

3.  The  vis.  acute,  before  mydriasis  is  greater  in  the 

4.  „  „      after  „  „ 

5.  The  amount  of  ametropia  is  less  in  the 
In  one  case  the  oculation  appeared  to  be  indifferent,  viz.  No.  35  on  the  list 

of  cases. 


12 

.  7  =  34 

12 

.  4  =  34 

8 

.  14  =  34 

8 

.  16  =  34 

8 

.  13  =  33 

7  . 

5  . 

,  3  =  15 

9  . 

5  . 

,  1  =  15 

3  . 

4  , 

.  8  =  15 

2  . 

7  . 

.  6  =  15 

5  . 

6  , 

.  4  =  15 
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Table  of  fifty  cases  of  optical  conditions  existing  in 
apparently  normal  people. 
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i 

a    . 

Accommodation. 

o 

"o 
6 

1.1 

3   s 

Convergence. 

R.  E. 

L.E. 

Ee 

1 

Ampli- 
tude. 

1  A,.,nli^ 

P.P. 

Ampli- 
tude. 

P.  R 

P.P. 

P.P. 

tude. 

Before  Mydriasis. 

cm. 

m.a. 

cm. 

m.a. 

cm. 

D. 

cm. 

D. 

R.  E. 

L.  E. 

1 

5-50 

1-42 

12 

9-75 

10 

11-00 

10 

11-25 

f  not  imp. 

f  not.  imp. 

2 

5-50 

1-53 

12 

9^86 

11 

10-59 

10 

11-50 

ditto 

ditto 

3 

5-50 

1-16 

10 

11-16 

11 

9-84 

10 

11-00 

ditto 

ditto 

4 

6-20 

1-12 

9 

12-23 

10 

11-00 

9 

12-36 

f  iv  ditto 

f  ditto 

5 

6-00 

1-06 

8 

13^56 

9 

14-61 

9 

14-11 

f  H.m.  1  D. 

1  iij  no  H.m. 

6 

600 

1-30 

10 

11^30 

9 

12-61 

10 

11-00 

1  no  H.m. 

f  no  H.m. 

7 

5-40 

•91 

9 

12^02 

7 

16-03 

8 

13-75 

-^  H.m.  1-25  D. 

1  iij  H.m.  -50  D. 

8 

6-20 

1-26 

9 

12-37 

8 

15-25 

8 

15-25 

=  |3 
f  H.m.  -75  D. 

=  l»j 
f  H.m.  1  D, 

9 

6-00 

1-30 

12 

9-63 

12 

9-33 

10 

11-25 

=  f 
f  H.m.  -75  D. 

6 

=  f  iij 
f  H.m.  -75  D. 

Q 

10 

5-50 

•89 

8 

13-39 

7 

15-53 

7 

15-28 

1  H.m.  -50  D. 

6 

1  H.m.  -50  D. 

6 

11 

6-00 

1-16 

9 

12-27 

6 

17^66 

7 

15-78 

f  H.m!  nil. 

f  H.m.  -50  D. 

0 

12 

6-20 

1-12 

7 

15-40 

8 

13-50 

9 

12-61 

f  not  imp. 

1  H.m.  -50  D. 

6 

13 

5-80 

1-20 

10 

11-20 

11 

12-09 

10 

13-00 

f  H.m.  1-50  D. 

6 

1  H.m.  175  D, 

14 

5-80 

1-35 

6 

18-01 

7 

15-78 

8 

14-25 

%  iij  H.m^  1  D. 

=  f 
1  H.m.  1  D. 

g 

15 

5-50 

1-53 

11 

10-62 

7 

15-03 

9 

11-61 

=  1  i'.i 
f  H.m.  -50  D. 

6 

f  H.m.  -50  D, 

a 

16 

5-80 

1-20 

7 

15-48 

8 

13-25 

7 

15-53 

f  H.m.  -50  D. 

=   T 

f  let.  H.m.  1  D. 

17 

6-20 

1^36 

12 

9-69 

8 

18-00 

10 

16-00 

=  f  iv 
&  H.m.  1-25  D. 

=  fiij 
3%  not  imp. 

18 

6-20 

1-36 

10 

11-36 

10 

12^50 

10 

12-25 

=  f  iv 
f  not  imp. 

§  not  imp. 

19 

6-20 

1-12 

10 

11-12 

8 

15-25 

7 

16-53 

§  H.m.  -75  D. 

0  :: 

f  iv  not  imp. 

20 

G-00 

1^40 

13 

9-09 

11 

9-59 

13 

7-69 

-^  not  imp. 

t  -  -75  D. 

=  §  let. 

21 

5-80 

r20 

8 

13-70 

8 

14-00 

8 

14-00 

f  let.  H.m.  -50  D. 

^ 

f  let.  H.m.  -50  D. ' 

0 

22 

5-80 

1-20 

17 

7-08 

15 

9-66 

18 

8-55 

§  H.m."!  D. 

0 

f  H.m.*!  D. 

=  1 
■^  not  imp. 

23 

5-80 

r45 

10 

11-45 

16 

10-25 

14 

12-14 

.  .-    0 

5  iij  not  imp. 

24 

5-50 

1^27 

10 

11-27 

5 

21-25 

6 

17-91 

f  iij  H.m.  1  D. 

=  f  iv 

f  H.m.  -50  D. 
=  1  ij 

25 

5-50 

•89 

14 

8-03 

15 

9-66 

14 

8-14 

1%  not  imp. 

-^  not  imp. 

26 

6-50 

1-29 

7 

15-57 

8   13-50 

9 

12-36 

§  H.m.  -50  D. 

f  H.m.  -50  D. 

1 

_.    s. 

=  fiij 
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fraction. 


After  Mydriasis. 


R.  E. 

T^+  ID. 

_  «. 

■^  +  1-50  D. 

_    B. 

f  +  -75  D. 

_  e. 

t  +  1  D. 

=  s. 

■i-^  +  3  50  D. 

=  *»]■ 
T.\  +  150  D. 

^j  ^^1•75D. 
_.  i 

-h  +  275  D. 

=  f  ij 

f  +  ID. 

-—  i_ 

j%  +  1-25  D. 
f  +  ID. 

i 

^  +  ]D. 

=  fiij 
^  +  JD. 

=  fy 

-JL  +  150  D. 

=  flet. 
&  +  -75  D. 

=  & 

^  +  '75  D. 

=  ii 
^  +  5-50  D. 

=  s.  iv 
^%  +  2-50  D. 

_    8. 

<^  +  2-75  D. 

=  s. 
^'L  not  imp. 

^  4-  1-50  D. 

6, 


L.  E. 
^  +  1-25  D. 

=  f  ij 
fg  +  1-50  D. 

=  s. 

f  iij  /l  D. 

=  f  let. 
f  +  1-25  D. 

t=  s. 
^  +  3-D. 

=  f  iv 
T^  +1D. 

:=     8. 

t  iij  +  1-25  D. 

_-     6. 

^  +  275  D. 

=  -I 
f  iij  +  1-25  D. 

^     6. 

^  +  i  D. 

•j6^  +  1-50  D. 

"  =  11^ 
^\  +  1-50  D. 

-_     6. 

<^  +'3  D. 

=  f  iv 
^  +  1-75  D. 

__     6. 

I  ij  +  -50  D. 
f  +  1-25  D. 

<^+'6D. 

=  f  5] 
f  +  2-25  D. 

=  f  let. 
3%  +  2-25  D. 

=  f  let. 
-j%  not  imp. 

,«L  +  1-50  D. 


^+  3D. 

=  T  i'3 
Vo  +  4  D. 

=  f 
VV  +  1-25  D. 

7^  +  3D. 

=  f  let. 

<^  +  5  D. 

__  ii 

1  +  1-25  D, 

=  fij 
<^'ij  not  imp. 

=  fi  j 
<Jij  not  imp 

t  +  ID. 

f  +  1-25  D. 

=  f  iv 

Oculation. 

Right 

or 

Left  Eye. 


Right 
ditto 
Left 
ditto 
ditto 
ditto 
ditto 
Right 
ditto 
ditto 
ditto 
ditto 
ditto 
ditto 
ditto 
Left 
Right 
ditto 
ditto 
Left 
ditto 
Right 
ditto 
Left 
ditto 
Right 


R.  E. 
L.  E. 


R.  E. 
L.  E. 


+     -50  D.  sph. 

+  r5OD.cyl.ax.  \  80°. 

0 

+     '50  D.  cyl.  ax.  J  vert. 


+   3  D. sph. 


+ 

2  D.  cyl.  ax. 

1    vert. 

+ 

1  D.  sph. 

+ 

5  D.  cyl.  ax. 

1    vert. 
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27 
28 
29 
30 
31 
32 
33 
34 
35 
36 
37 
38 
39 
40 
41 
42 
43 

44 

45 
46 
47 
48 
49 

50 


cm. 
6-20 

6-00 

6-40 

6-00 

6-80 

6-40 

5-90 

6-00 

6-40 

6-00 

5-80 

600 

5-80 

6-50 

7-00 

5-80 

6-00 

5-50 

5-80 
6-80 
5-80 
6-80 
6-00 

6-50 


Convergence. 

Ampli 
P.R.  P.P.    tude. 


m.a. 

•79 
1-40 
1-31 
1-64 
1-24 
1-00 
1-43 
1-30 
1-31 
1-31 
1-45 
1-16 
1-35 
•98 
•99 
1-10 
1^74 

1-16 

1-45 

•72 
1-70 
1-53 

1^40 

•98 


cm. 
10 

8 
13 
11 
11 
10 
11 
13 

9 
12 
10 

9 
12 
11 
11 
14 
10 

11 

9 
23 

9 
9 

20 

17 


m.a. 
10^79 

13^90 

9-00 
10-73 
10-33 
11-00 
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2.  Short  notes. 

By  George  A.  Berey. 
(1)  Conjunctivitis  set  u-p  hy  flies. 

Some  years  ago  I  was  asked  to  see  an  elderly  man  in  the 
country,  wlio  had  been  suffering  for  a  week  or  ten  days 
from  a  severe  inflammation  of  the  conjunctiva  of  one  eye, 
accompanied  by  extensive,  rapidly  spreading  ulceration 
of  the  cornea.  He  had  previously  enjoyed  good  health, 
but  was  very  markedly  prostrated  by  the  attack,  and  con- 
tinued very  feeble  for  months  afterwards. 

The  inflammation  came  on  within  twenty-four  hours  of 
his  having  been  stung  in  the  eye  by  some  kind  of  fly, 
which  apparently  had  just  risen  from  a  dunghill  which 
he  was  passing  at  the  time.  At  the  time  of  my  visit  I 
did  not  recognise  anything  essentially  diphtheritic  about 
the  inflammation.  It  had  not,  however,  the  appearance 
of  an  ordinary  purulent  conjunctivitis.  There  had  been, 
and  still  was,  a  certain  amount  of  discharge,  but  his 
medical  attendant,  Dr.  Sneddon,  of  Cupar,  Fife,  informed 
me  that,  although  the  swelling  of  the  lids  had  been  ex- 
cessive, the  discharge  was  never  very  copious. 

The  whole  course  of  this  case  led  me  to  infer  that  some 
poison  had  been  carried  by  the  fly,  which  poison  had  pro- 
duced not  only  the  local  inflammation,  but  also  some  more 
serious  poisoning  of  the  system  generally. 

As  I  only  saw  the  patient  twice,  and  the  first  time  after 
the  most  violent  local  symptoms  had  subsided,  I  merely 
refer  to  it  here  because  it  in  many  ways  resembles  another 
case  which  I  had  under  treatment  this  summer  from  the 
first. 

A  young  man  a3t.  20,  a  student  of  law,  consulted  me 
one  afternoon  for  a  painful  swelling  of  the  right  eye, 
which  he  stated  had  been  apparently  quite  healthy  until 
the  evening  before.  The  skin  of  the  lids  had  a  distended, 
glossy,  livid  appearance,  the  conjunctiva   very  red  and 
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chemotic,  and  there  was  a  slight  serous  discharge.  The 
condition  suggested  a  gonorrhceal  infection.  There  had 
certainly,  however,  been  no  auto-infection,  and  the  whole 
subsequent  course  showed  that  some  other  poison  had 
led  to  the  local  inflammation.  The  patient  told  me  that 
two  days  before  I  saw  him,  a  fly,  from  the  courtyard  of 
the  house  in  which  he  worked,  had  got  into  his  eye,  and 
was  removed  by  one  of  his  fellow-clerks.  I  afterwards 
discovered  that  there  had,  at  the  time  or  shortly  before, 
been  several  cases  of  diphtheria  in  the  immediate  neigh- 
bourhood. The  inflammation  afterwards  developed  into 
a  most  unmistakable  diphtheritic  conjunctivitis.  The 
conjunctiva  was  covered  by  a  grey  necrotic  membrane, 
the  slightest  attempt  to  remove  which  caused  bleeding. 
The  cornea  eventually  sloughed  in  its  entirety.  The  con- 
stitutional symptoms  were  so  pronounced  that  his  condi- 
tion (livid  countenance,  attacks  of  syncope  and  general 
prostration)  caused  not  a  little  anxiety  to  his  medical 
attendant,  Dr.  Andrew  of  Edinburgh,  and  myself. 

I  am  not  prepared  to  say  definitely  that  the  diphtheri- 
tic poison  was  carried  by  the  fly.  It  might  possibly  have 
been  introduced  in  some  other  way.  Yet  the  rapidity 
with  which  the  symptoms  followed  the  accident  of  the 
fly  getting  into  the  eye  is,  I  think,  to  say  the  least,  sug- 
gestive. 

(2)  Hyperplastic  suh conjunctivitis. 

I  have  from  time  to  time  met  with  a  class  of  cases  which, 
so  far  as  I  am  aware,  is  not  referred  to  in  any  of  our  text- 
books on  the  eye.  In  these  cases  there  is  to  be  felt  a 
hard  swelling  occupying  the  tissues  below  the  conjunc- 
tival fold  of  the  lower  lid.  Sometimes  this  is  associated 
with  symptoms  of  irritation  and  discomfort  similar  to  what 
is  found  in  chronic  conjunctivitis.  I  have  not  been  able  to 
entirely  satisfy  myself  as  to  the  relation  existing  between 
the  deep  hard  swelling  and  the  irritative  symptoms.  Does 
the  affection  begin  as  a  conjunctivitis  which  leads  to 
deeper  infiltration  ?     If  this  be  the   case,  the   condition 
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might  be  looked  upon  as  in  some  way  analogous  to  what 
takes  place  in  cases  of  chronic  inflammation  of  the  con- 
junctiva of  the  lid.  I  refer  to  the  infiltration  of  the 
underlying  fibres  of  the  orbicularis  muscle,  by  which  their 
tonicity  is  interfered  with,  and  ectropion  results.  Or  is 
the  hard  swelling  under  the  fold  the  cause  of  the  sym- 
ptoms from  the  first  ?  I  believe  that  the  following  is  the 
course  of  events,  so  far  as  can  be  gathered  from  clinical 
experience  alone.  The  subconjunctival  infiltration  ori- 
ginates at  a  time  when  the  conjunctiva  is  inflamed,  and, 
for  some  reason  or  other,  is  not  altogether  absorbed  after- 
wards. But  an  independent  hyperplasia  may  arise  in  this 
more  or  less  organised  deposit,  causing  it  to  swell  to  a 
greater  or  less  extent,  and  to  be  accompanied  by  sym- 
ptoms of  irritation.  In  fact,  in  most  pronounced  cases, 
as  in  that  represented  in  the  drawing,  which  was  shown  at 
the  meeting,*  there  is  little  or  no  conjunctivitis,  although 
there  may  be  chemosis  and  swelling  of  the  pre-auricular, 
and  even  of  the  more  distant  glands. 

I  have  been  in  the  habit  of  giving  the  name  hyper- 
plastic  suh conjunctivitis  to  these  cases. 

(3)   Intra-ocular  therapeutics. 

Last  winter  my  clinical  assistant,  Dr.  Chassaud,  under- 
took, at  my  suggestion,  an  extensive  series  of  experiments, 
with  the  object  of  ascertaining  the  effect  of  different  solu- 
tions injected  into  the  vitreous.  His  experiments  were 
made  on  rabbits  at  the  laboratory  of  the  Royal  College 
of  Physicians,  Edinburgh.  They  elicited  a  number  of 
interesting  facts  which  formed  the  basis  of  his  thesis  for 
the  M.D.  of  Edinburgh  University.  The  results  will,  I 
understand,  be  published  in  the  laboratory  reports.  I  do 
not  propose  to  refer  here  to  more  than  one  point  in  con- 
nection with  Dr.  Chassaud's  experiments,  a  point  which 
seeuis  to  me  to  have  some  practical  importance.  Amongst 
other   substances  injected  was  almost  every  conceivable 

*  Vide  Berry, '  Diseases  of  the  Eye,'  2nd  edition,  p.  113. 
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antiseptic  in  solutions  of  varying  strength.  In  some 
cases,  before  injecting  the  few  drops  of  antiseptic  solu- 
tion, an  inoculation  of  the  vitreous  was  made  with  fresh 
septic  pus.  The  only  substance,  injected  after  the  inocu- 
lation, which  seemed  capable  of  preventing  the  occurrence 
of  a  purulent  hyalitis  was  chlorme  water.  At  the  same 
time  this  injection  was  tolerated  by  the  retina  and  by  the 
vitreous  to  a  much  greater  extent  than  any  of  the  other 
strong  antiseptic  solutions.  No  retinal  inflammation  and 
no  permanent  vitreous  coagulations  resulted. 

Now  I  should  hesitate,  without  some  further  confirma- 
tion of  these  results,  making  use  of  such  an  injection  into 
the  human  vitreous  in  cases  where  no  definite,  or  only 
very  slight  changes  had  followed  an  injury  of  a  nature 
likely  to  set  up  hyalitis.  I  have,  however,  on  two  occa- 
sions injected  chlorine  water  into  the  vitreous  in  cases 
of  severe  purulent  hyalitis.  In  both  cases  an  almost 
immediate  improvement  took  place,  and  I  was  able  to 
save  the  eye,  although  not  the  sight,  which  was  lost  before 
the  treatment  was  begun. 

Dr.  Hill  Griffith  (Manchester)  mentioned  the  trichlo- 
ride of  iodine  as  a  salt  which,  while  possessing  marked 
antiseptic  powers,  was  said  to  be  unirritating.  Its  formula 
was  ICI3,  and  in  contact  with  organic  fluids  it  under- 
went decomposition  into  its  constituent  elements.  Admit- 
ting the  value  of  chlorine  water,  he  suggested  that  chlorine 
in  a  nascent  condition  ought  theoretically  to  prove  even 
more  efiicacious.  The  salt  is  stable,  and  according  to 
Pfliiger  it  is  used  in  a  2-0W  solution.  This  strength  is 
according  to  this  authority  less  irritating  and  fully  as 
powerful  an  antiseptic  as  corrosive  sublimate  at  ^q\q. 

Mr.  Haktridge  said  that  all  of  them  probably  got  cases 
now  and  then  in  which  they  would  like  to  follow  up  the 
hint  given  by  the  author.  A  case  that  had  made  a  great 
impression  on  him  at  the  time  was  that  of  a  boy  who, 
while  playing  in  a  hayfield,  fell  upon  a  quantity  of  hay  in 
which  was  concealed  a  pitchfork  ;  one  prong  of  the  fork 
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entered  the  eye  just  behind  the  ciliary  region.  A  little 
vitreous  exuded,  but  the  lens  was  uninjured,  and  on  the 
whole  he  was  disposed  to  give  a  favorable  prognosis. 
In  about  a  week,  however,  he  observed  some  small  radiat- 
ing lines  forming  in  the  vitreous,  starting  from  the  site 
of  injury.  These  increased  in  the  course  of  a  few  days, 
the  eye  became  very  irritable,  the  tension  diminished, 
and  ultimately  he  was  called  upon  to  perform  evisceration. 
Probably  some  bacteria  had  been  introduced  when  the 
injury  was  inflicted,  and  finding  the  vitreous  a  suitable 
medium,  had  here  undergone  cultivation.  It  occurred 
to  him  that  in  such  a  case  the  intra-ocular  injection  of 
chlorine  water  might  have  given  a  good  result,  or  at  any 
rate  a  reasonable  prospect  of  saving  the  eye.  Without 
it  the  condition  of  the  eye  was  hopeless. 

(4)   Intra-ocular  ahaorption  of  iodoform. 

The  last  case  which  I  wish  to  record  in  this  short  and 
somewhat  miscellaneous  communication  is  one  in  which  I 
had  the  opportunity,  along  with  others  who  were  at  the 
time  following  my  practice  at  the  Edinburgh  Royal  Infir- 
mary, of  noticing  the  behaviour  within  the  anterior  cham- 
ber of  a  substance  which  is  probably  not  often  found  in 
that  situation. 

I  have  been  in  the  habit,  in  all  cases  of  cataract  extrac- 
tion where  a  chronic  inflammation  of  the  conjunctiva  or 
blennorrhoea  of  the  tear  sac  exists,  of  freely  applying 
iodoform  to  the  wound.  I  do  not  know  with  whom  this 
practice  originated,  but  it  is  a  useful  one.  The  iodoform, 
though  not  a  strong  antiseptic,  remains  for  a  considerable 
time  in  contact  with  the  wound,  and  from  its  slightly 
glutinous  character  possibly  helps  to  expedite  the  first 
steps  in  the  healing  process. 

On  June  8th,  1892,  I  extracted  a  cataract  from  the 
left  eye  of  J.  B — ,  set.  67,  and  owing  to  his  having  chronic 
conjunctivitis  with  epiphora  and  considerable  ectropion  I 
adopted  the  precaution  just  referred  to,  in  addition  to  the 
frequent  use  of  corrosive  sublimate  solution   during  the 
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operation.  On  removing  the  dressing  next  day  I  found 
that  although  the  anterior  chamber  was  re-formed,  it  was 
filled  to  the  extent  of  apparently  two  fifths  of  its  capacity 
with  iodoform,  while  the  rest  of  the  aqueous  was  turbid. 
At  some  parts  one  could  see  caked  portions  of  iodoform 
plastered,  as  it  were,  upon  the  iris.  There  was  some 
pain  and  not  a  little  chemosis.  I  had  never  seen  this 
accident  before,  and  did  not  know  what  would  happen. 
I  decided,  however,  not  to  reopen  the  wound  to  attempt 
to  extract  the  iodoform.  The  dressing  was  not  reapplied. 
We  had  the  satisfaction  of  seeing  the  iodoform  gradually 
absorbed  without  causing  any  great  irritation.  In  a  fort- 
night no  trace  of  it  was  left,  and  the  result  was  good. 

{November  lOth,  1892.) 


3.   On  the  relation  between  visual  acuity  and  visual 
efficiency. 

By  George  A.  Beery. 

The  problem  of  estimating  the  percentage  of  loss  sus- 
tained by  accident  or  disease  of  one  or  both  eyes,  according 
to  the  resulting  degree  of  impairment  of  their  functional 
activity,  is  one  which  does  not  admit  of  a  solution 
equally  applicable  to  all  circumstances.  For  different 
occupations  and  trades  the  degree  of  visual  acuity  which 
is  just  sufficient  for  the  particular  requirements  of  effi- 
cient work  varies  within  very  wide  limits.  This  is  so 
evident  that  it  hardly  calls  for  any  illustration.  On 
the  one  hand  we  have  the  possibility  of  certain  classes 
of  work  being  efficiently  performed  by  the  blind,  while 
on  the  other  there  are  many  occupations  which  necessi- 
tate a  very  high  degree  of  visual  acuity. 

It  does  not  follow,  however,  that  anyone  who  merely 
loses  some  part  or  all  of  that  portion  of  his  visual  acuity 
which  is  superfluous,  so  far  as  the  work  by  which  he 
gains  his  bread  goes,  is  not  entitled   to  compensation  if 
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he  has  any  insurance  fund  to  draw  upon,  or  if  there  is 
anyone  to  whom  any  liability  or  blame  attaches  in  con- 
nection with  the  loss  sustained.  While  he  may  not  have 
been  rendered  less  competent  to  pursue  his  accustomed 
occupation,  he  may,  nevertheless,  be  incapable  of  taking 
to  other  pursuits  which  would  previously  have  been  pos- 
sible for  him,  and  he  may,  at  all  events,  have  lost  much 
of  that  which  renders  existence  pleasant.  The  extent 
of  such  loss  is  no  doubt  greater  now-a-days  than  it  was 
when  the  proportional  number  of  illiterate  individuals 
was  greater  than  it  now  is.  Yet  the  real  value  of  any 
particular  claim  for  compensation  could  hardly  be  esti- 
mated by  the  ophthalmic  surgeon  alone.  All  that  one 
can  attempt  from  the  standpoint  of  a  special  knowledge 
of  the  visual  functions,  as  they  are  performed  under 
normal  and  pathological  conditions,  is  to  formulate  some 
rule  or  rules  from  which  a  quantitative  expression  for  the 
actual  loss  caused  by  impairment  in  function  may  be  ar- 
rived at.  Even  this  is  so  difficult  that  only  a  free  dis- 
cussion of  the  subject  in  all  its  bearings,  by  those  com- 
petent to  form  an  opinion,  would  be  likely  to  lead  to 
satisfactory  results. 

The  first  great  difficulty  that  presents  itself  is  that 
we  cannot  look  upon  the  degree  of  loss  to  the  individual 
as  commensurate  with  the  diminution  of  visual  acuity  as 
measured  by  the  ordinary  standard  of  subjective  exami- 
nation. No  one  would,  for  instance,  allow  that  an  indi- 
vidual whose  visual  acuity  had  been  accidentally  reduced 
from  f^  to  f^  had  suffered  a  loss  of  50  per  cent.  The 
half  which  remained  to  him  must  evidently  represent  in 
point  of  usefulness  much  more  than  the  half  which  he  has 
lost.  Again,  at  what  figure  are  we  to  gauge  the  loss  of 
one  eye  alone,  or  say  the  loss  of  binocular  vision  from 
oculo-motor  paralysis,  symblepharon,  or  aphakia  after 
operation  for  traumatic  cataract  ? 

Even  the  question  as  to  whether  or  not  a  visual  acuity 
of  |-§  in  both  eyes  should  be  looked  upon  as  the  starting- 
point  in  this  connection  is  one  about  which  there  might 
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an 


well  be  a  difference  of  opinion,  -f^  is,  of  course, 
arbitrary  standard  of  full  vision,  althougb  it  lias  proved 
to  be  a  most  useful  practical  one.  In  most  young  people 
the  vision  is  more  acute  than  is  represented  by  -f^  when 
tested  with  the  ordinary  Snellen's  test  types  (letters  of 
the  alphabet).  But  a  slightly  lower  degree  of  acuity 
does  not  in  any  way  interfere  with  the  usefulness  of  the 
eyes,  and  is  not  at  all  uncommon  in  normal  eyes,  especially 
after  middle  life. 

I  have  found  that  by  adopting  the  standard  applied  in 
the  examination  of  candidates  for  commissions  in  the 
army  we  may  arrive  at  certain  figures  which  facilitate  the 
reasoning  upon  what  may  be  regarded  as  a  satisfactory 
basis  of  comparison.  Army  candidates  pass  the  test  of 
efficiency,  so  far  as  visual  acuity  goes,  if  they  have,  on 
correction  of  any  existing  optical  defects,  -1^  in  one  eye 
and  ^  in  the  other.  At  all  events,  it  must  be  conceded 
that  this  limit  is  one  below  which  the  acuity  of  vision  could 
not  well  be  reduced  without  entailing  a  loss  of  usefulness. 
Some  might,  indeed,  be  disposed  to  put  the  limit  higher. 

In  order  to  equate  these  values  of  visual  acuity  in  either 
eye  to  1,  i.  e.  to  make  them  stand  for  100  per  cent,  of 
efficiency,  we  should,  putting  V.  =  |^^  or  1  for  the  acuity 
of  the  better  eye,  and  V.  =  ^  or  \  for  that  of  the  other, 
geti(V.  +  r.)  =  1. 

Unless  we  allow  values  of  V.  greater  than  |^^ — which 
does  not  seem  admissible — the  only  other  corresponding 
values  of  V.  and  V'.  which  satisfy  this  equation  are  those 
which  lie  between  |^^  for  the  one  eye  and  ^§  for  the  other, 
and  \^  for  either  eye.  We  might,  therefore,  perhaps  not 
inappropriately  take  the  value  ^^  as  the  lowest  limit  of 
full  efficiency.  On  the  whole,  however,  it  is  perhaps 
better  not  to  do  so.  It  would  hardly  be  fair  to  disallow 
altogether  any  claim  for  damage  to  vision  by  which  its 
acuity  was  not  reduced  considerably  below  ^^.  Yet  it 
could  only  rarely  happen  that,  on  the  basis  of  loss  of 
possible  usefvilncss,  such  a  claim  could  be  allowed  to 
represent    any    considerable    proportion    of    that     which 
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would  be  justified  by  more  extensive  interference  with 
vision. 

If  instead  of  equating  |(V.  +  V.)  to  1  we  make  it 
stand  for  the  efficiency  (E.)  represented  by  any  degree  of 
visual  acuity,  i.  e.  by  putting  |(V.  +  V.)  =  E.,  we 
should  find  a  gradual  falling  off  of  the  efficiency  for 
diminutions  of  V.  and  V.  beyond  the  postulated  limits. 
The  inappropriateness  of  this  equation  for  all  degrees  and 
combinations  of  visual  acuities  will  be  alluded  to  presently. 
Let  us,  however,  first  note  the  degree  of  efficiency  which 
it  represents  when  one  eye  is  lost  altogether  and  the  other 
retains  full  vision.  The  efficiency  is  then  |,  and  the  loss 
consequently  ^.  Now  this  is  precisely  the  result  arrived 
at  by  Zehender,  who  appears  to  have  been  the  first  to 
attempt  a  general  solution  of  this  problem.  Zehender 
reasoned  as  follows  : — When  one  eye  is  lost,  the  other,  if 
it  possesses  full  visual  acuity,  has  practically  to  do  the 
same  work  as  was  previously  done  by  both.  He  reckons, 
therefore,  that  one  has  to  do  with  the  average  of  three 
values,  just  as  if  there  wei*e  three  eyes  to  be  considered, 
two  of  which  had  full  vision  and  one  no  vision  at  all,  and 
arrives  at  the  formula — 

2  X   1  +  0  _  2 
~3  ^  3 

as  representing  the  value  of  the  remaining  eye.  Zehender 
remarks  that  this  value  is  the  same  as  that  "  generally 
adopted,^'  but  I  have  not  been  able  to  discover  by  whom 
or  to  what  he  refers.  Apparently  it  is  to  some  rule 
followed  by  insurance  bodies  in  Germany,  or  which  is 
held  to  determine  the  liability  of  employers. 

Besides  resulting  from  the  formula  ^(V.  +  V.)  =  E. 
(a  formula  derived,  we  have  seen,  from  the  adoption  of  a 
particular  standard  of  efficiency),  and  from  such  a  con- 
sideration as  that  brought  forward  by  Zehender,  it  may  be 
well  to  consider  what  other  justification  there  may  be  for 
estimating  the  total  loss  of  one  eye  at  ^.  Every  one  who 
has  full  vision  in  both  eyes  is  more  or  less  constantly  and 
unconsciously  directing  his  attention   to  the   impressions 
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which  both  receive^  in  such  a  way  that  one  or  other 
similar  impression  is  at  one  and  the  same  time  uppermost 
in  his  consciousness.  From  the  two  retinal  pictures 
received  of  any  external  objects,  parts  of  the  one  picture 
are  combined  with  supplementary  parts  of  the  other  to 
elaborate  the  complete  impression,  and  these  parts  are 
constantly  changing  and  interchanging.  This  property  of 
vision  with  two  eyes  is  no  doubt  of  use  in  preventing 
fatigue,  &c.  But  it  would  be  difficult  to  ascribe  any 
proportional  value  to  it  amongst  the  factors  which  go  to 
make  up  normal  vision  with  the  two  eyes.  In  addition 
to  this  we  might  say  that  two  eyes  were  better  than  one 
in  three  respects  :  (1)  because  of  the  greater  size  of  the 
field  of  vision  ;  (2)  because  of  the  better  appreciation  of 
the  third  dimension  ;  and  (3)  because  of  the  smaller  risk 
of  one's  becoming  completely  blind. 

With  regard  to  the  last,  the  percentage  of  risk  of  losing 
the  one  remaining  eye,  though  no  doubt  high  as  compared 
with  that  of  losing  both,  is  still  so  small  altogether  that  it 
cannot  appear  as  an  appreciable  factor  in  the  estimation  of 
the  loss  sustained.  On  the  other  hand,  the  loss  of  a  portion 
of  the  normal  field  and  the  loss  of  what  is  generally  meant 
by  binocular  vision  are  real  and  appreciable  losses,  to 
which  it  ought  to  be  possible  to  ascribe  some  value. 

The  extent  of  the  visual  field  with  both  eyes  is  180° ; 
with  one  eye  it  is  150°.  So  far  as  the  extent  of  the  field 
of  vision  goes  there  is,  therefore,  a  loss  of  ^  where  one 
eye  becomes  blind. 

The  loss  of  binocular  vision  means  the  loss  of  an  accu- 
rate perception  of  the  third  dimension.  If  the  loss  of  one 
eye  entirely  removed  the  possibility  of  appreciating  the 
third  dimension,  one  might  say  that  as  from  recognising 
three  dimensions  one  was  reduced  to  only  recognising 
two,  the  loss  thereby  sustained  was  equal  to  ^.  But 
there  are  factors  leading  to  the  recognition  of  the  three- 
dimensional  character  of  external  objects  other  than  the 
differences  of  the  images  received  by  the  two  eyes.  We 
may  fairly,  I  think,  however,  estimate  the  loss  of  binocular 
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vision  in  this  respect  at  ^.  lu  a  few  cases  it  may  make 
all  the  difference  to  a  man  whether  he  has  binocular  vision 
or  not.  Without  it  he  may  be  quite  unfit  for  his  work, 
or^  indeed,  find  it  dangerous  to  continue  his  line  of  work. 
In  such  instances  the  claim  made  must  be  considered  from 
another  standpoint  altogether. 

To  be  consistent  we  should  look  upon  every  case  in 
which  binocular  vision  in  the  sense  of  an  accurate  appre- 
ciation of  the  third  dimension  has  been  lost  as  crippled 
to  the  extent  of  at  least  |-.  For  instance,  in  aphakia  of 
one  eye  after  traumatic  cataract  the  least  extent  of  loss 
sustained  would  be  reckoned  at  -^  .  If  the  vision  on  cor- 
rection should  be  less  than  the  minimum  standard  adopted, 
then  the  loss  must  be  somewhere  between  ^  and  ^. 

The  I"  loss,  due  to  the  narrowing  of  the  visual  field,  and 
the  other  ^  estimated  as  the  loss  of  binocular  vision,  make 
together  4  as  the  minimum  loss  where  one  eye  is  blind 
or  in  any  other  manner  completely  excluded  from  parti- 
cipating in  vision. 

With  regard  to  these  two  factors,  the  former  may  be 
looked  upon  as  a  very  full  allowance,  and  on  that  account 
may  well  include  the  other  disadvantages  which  have 
already  been  referred  to,  and  for  which  it  would  be  diffi- 
cult to  find  a  basis  of  valuation.  It  may  even  in  some 
measure  make  up,  too,  for  the  certainly  not  too  high  value 
which  has  been  placed  to  the  credit  of  binocular  vision. 
However  we  may  look  at  it,  the  ^  seems  a  very  appropriate 
value  to  attach  to  the  loss  of  one  eye  ;  and  it  is  not  strange 
that  it  should,  as  has  been  said,  appear  to  be  that  generally 
adopted. 

Before  passing  to  the  consideration  of  this  question  in  a 
more  general  sense — viz.  with  reference  to  the  estimation 
of  the  impairment  in  usefulness  caused  by  all  degrees  of 
defect — one  particular  case  may  be  briefly  discussed.  What 
estimate  are  we  to  make  for  the  total  loss  of  homonymous 
halves  of  the  field  of  vision  which  is  met  with  in  complete 
homonymous  hemianopia  ?  We  can  hardly  allow  that  the 
loss  is  in  general  (though  there  are  certainly  exceptions  in 
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this  respect)  co-extensive  wth  that  of  the  defect  of  the 
field  of  vision.  It  does  not,  i.  e.,  surely  amount  to  50  per 
cent.  On  the  other  hand,  it  is  hardly  less  than  that 
caused  by  the  loss  of  one  eye.  I  should  suggest  that  it 
should,  in  fact,  count  for  ^,  although  I  can  think  of  no 
very  convincing  reason  to  justify  this  estimate. 

To  return  to  the  formula  i(V. +V'.)  =E.,  while  it  fur- 
nishes a  satisfactory  efficiency  estimate  for  the  case 
V.  =  l,  V'.  =  0,  the  substitution  in  it  of  other  values  of  V. 
and  v.  does  not,  as  it  appears  to  me,  lead  to  estimates 
which  have  a  sufficiently  reasonable  proportion  to  that  case 
and  to  each  other.  Possibly  the  value  of  100  per  cent, 
which  it  allows  when  V.  =  v.  =  ^-§,  orwhenV.  =  f^,V'.  =  f^, 
is  reasonable  enough.  This  was,  indeed,  the  basis  from 
which  I  started.  Still  it  seems  better  to  admit  some 
loss  for  every  diminution  from  the  recognised  standard  of 
f  ^,  although  that  loss  should  not  assume  any  considerable 
magnitude  before  the  limits  at  which  the  formula  as  it 
stands  begins  to  give  a  value  less  than  unity  to  E.  In 
this  respect  the  estimate,  according  to  Zehender's  formula 

for  loss,  viz.  1  — (where  a  stands  for  the  visual 

3 

acuity  of  the  better,   and  h  for  that   of  the  worse  eye), 

represents,  I  think,  too  great  a  loss,  being  16f  per  cent. 

for  Y.  =  f§,  V'.  =  Jfi   and  25  per  cent,  for  Y.  =  Y'.  =  \^. 

On    the    assumption,    then,     that    when    V.  =  V.  =  |~^ 

efficiency   must  =  1,  and  when  V.  =  |^^,  V'.  =  0,  efficiency 

must  =  f ,  we  may  begin  again  by  changing  the  formula  to — 

2  (V.  +  r .)  ^ 

V. +V'. +  2 
As  we  have  in  both  numerator  and   denominator    the 
sum  of  V.  and  V.  we  may  simply  by  writing — 

2S 


S  +  2         ' 
and  for  the  corresponding  loss  (L.)  — 

1  2    S  T         •         1  T 
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Now  it  is  clear  that  these  formulae  will  give  the  same 
efficiency  and  loss  for  V.  =  -f^,  V.  =  0,  as  for  V.  =  V.  = 
|^§.  While  the  former  loss  is,  according  to  both  Zehen- 
der's  and  the  above  formula,  =  33^  per  cent.,  Zehender's 
estimate  for  the  latter  is  50  per  cent.  Surely,  when  we 
consider  what  V.  =  -f^  represents  in  point  of  usefulness, 
we  cannot  admit  that  two  eyes,  with  visual  acuity  reduced 
each  to  |^,  leave  the  individual  in  even  as  unsatisfactory 
a  position  as  that  in  which  he  is  placed  if,  with  -f^  in  one 
eye,  he  has  lost  the  other  altogether.  Personally  I 
should  have  no  hesitation  in  choosing  the  former,  and 
that  altogether  apart  from  the  consideration  that  a  com- 
pletely blind  eye,  or  the  condition  after  enucleation  of  an 
eye,  is  often  more  unsightly,  and  for  some  occupations  a 
handicap  in  the  way  of  gaining  employment.  Only  when 
with  V.  =  v.  =  ^  there  was  an  absence  of  binocular 
vision  from  some  cause  or  other  should  we,  as  it  appears 
to  me,  look  upon  it  as  in  efficiency  reduced  to  an  equality 
with  V.  =  f^,  v.  =  0.  If  we  add  the  value  attached 
above  to  binocular  vision,  viz.  ^,  the  loss  in  the  former 
condition  should  be  estimated  at  only  ^  that  of  the  latter, 
or  16*6  per  cent.  But  it  is  evident  that  we  cannot  go  on 
addinff  4-  for  the  value  of  binocular  vision  whenever  there 
is  equal  vision  in  the  two  eyes  for  all  cases  in  which  V.  = 
v.  <^  ^^.  The  question  then  comes  to  be,  how  much  are 
we  to  add  ?  In  the  case  of  V.  =  V.  =  J^  =  k,  the 
formula  for  efficiency,  in  order  to  give  the  value  f  instead 
of  I,  must  be  altered  by  adding  ^  the  loss  corresponding 
to  the  efficiency.      It  would  then  be — 

e  +  ^L.  or  e  +  ^(1  -  e). 
This,   as  V.  +  V.   or  S  in   this   particular   case  =  1, 
would   not   alter  in  value  by  writing  e    +    ^S    (1    —   e). 
This  Ave  may  call  rj,  and  if  we  take  this  as  a  general  ex- 
pression it  would  mean  adding  not 

4  (l  -   ^A_\ 
'  \  S  +  2/ 

in  every  case  ;  but  the  amount  to  be  added  would  be  a 
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2  S 
smaller  proportion  of  I  —  5 — ; — -  for  values  of  V.  and  V. 

less  than   4>  and,   at    tlie   same    time,    one    proportional 
to   the   sum,    thus : — for   V.  =  V'.  =  i    we    should   add 

K' -  m)' ^""^  *°- ^- = ^' =  ^  ""'y  4 + 8^2) 

would   be   added.      By    putting   in   the   value   for   e   and 
simplifying,  the  formula  for  tj  can  be  written — 

S  (6  -  S)  _ 

2  (S  +  2)  ~  **• 
In  this  formula,  however,  whether  V.  =  V.  or  not,  the 
result  is  the  same,  as  S  always  stands  for  the  sum  of  the 
acuities  of  both  eyes.  But  it  should  hardly  count  the 
same,  for  instance,  whether  V.  =  ^,  V.  =  ^,  or  V.  = 
V'.  =  \.  By  Zehender's  formula  the  result  is  different  in 
the  two  cases ;  in  the  first  the  loss  =  36'6  per  cent.,  in 
the  second  it  =  50  per  cent.  But  if  we  look  at  the 
degree  of  usefulness  which  these  factors  represent,  it 
seems  to  me  that  the  difference  should  rather  have  been 
the  other  way.  Surely  the  advantage  is  in  favour  of  ^^ 
in  either  eye,  as  against  ^^  in  one  and  -^^  in  the  other. 
The  difference,  as  repi'esented  by  Zehender's  formula,  is 
in  any  case  too  great.  The  efficiency  for  unequal  values 
of  V.  and  V.  may  be  estimated  at  something  intermediate 
between  that  for  equal  values  and  the  corresponding  value 
of  V.  alone,  where  there  is  only  one  eye  remaining ;  that 
is,  the  efficiency  in  each  case  will  be  something  between 
TJ  and  e.  It  may  be  assumed  to  be  less  and  more  nearly 
equal  to  the  latter,  the  greater  is  the  difference  between 
V.  and  v. 

The  best  plan  seems  to  be  to  make  the  efficiency 
diminish  within  the  above  limits  in  the  proportion  of  the 
difference  (D)  of  V.  and  V'.  to  the  sum  (S).  To  make 
the  formula  provide  for  this,  which  is  after  all  the  most 
common  case,  we  should  have  to  write — 

»»  -  ^  ("  -  e)  =  E 

(wliere  E  stands  for  the  efficiency  in  general). 
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Putting  in  the  values  for  t]  and  e  and  simplifying,  we 
get  finally — 

S   (6  -  S)   -  D  (2  -  S) 


2(S  +  2) 


=  E; 


or2JI:4^(l-V'.)4-r.  =  E. 
V.  +  v.  +  2  ^  ' 

This,  then,  is  the  general  formula*  to  which  the  above 
considerations  lead.  In  order  to  show  how  it  connects  the 
different  degrees  of  visual  acuity  in  either  eye  with  the 
corresponding  efficiencies  I  have  calculated  the  accom- 
panying tables.  In  Table  I  is  shown  the  efficiency  and 
loss  for  any  combination  of  V.  +  V.  In  it  V.  and  V'. 
are  given  successive  values  differing  by  y\y.  Table  II 
gives  the  corresponding  efficiencies  for  the  acuities  repre- 
sented by  the  ordinary  Snellen's  scale,  where  the  test  is 
made  at  6  metres.  It  also  contains,  in  the  last  columns, 
values  of  ^^  for  V.  and  V'. 

2  s 

*  When  D  =  S,  i.  e.  when  V .  =  0,  the  formula  reduces  to  ij — — ^  or  e 
Again,  when  D  =  0,  i.  c.  when  V.  =  V'.,  the  formula  reduces  to  tj. 
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Table  II. 


v= 

II 

616 

6/9 

6/12 

6/18 

6/24 

6/36 

6/60 

1/60 

0 

616 

100 

97 

93 

87 

83 

78 

74 

70 

QQ'Q 

6/9 

97 

93 

87 

78 

70 

m 

60 

52 

50 
40 

6/l2 

i  93 

87 

83-3 

73 

QQ 

58 

52 

42 

6/i8 

87 

78 

73 

67 

60 

50 

42 

31 

29 

6/24 

83 

70 

m 

m 

55 

45 

37 

25 

22 

6/36 

78 

QQ 

58 

50 

45 

40 

31 

18 

13 

6/60 

74 

60 

52 

42 

37 

31 

26 

13 

9-5 
1-5 

1/60 

68     52 

42 

40 

25 

18 

13 

5 

0 

&Qh  50 

40 

29 

22 

13 

9-5 

1-5 

0 

Note  A. — All  the  values  lie  on  or  between  two  hyperbolae — 
S»+2SE-6S  +  4E  =  0,  and  SE  — 2S  +  2E  =  0, 
and  divide  the  distances  between  the  points,  for  which  S  is  the  same  in 
the  proportion  D  ;  S,  The  two  curves  are  plotted  in  the  accompanying 
figure,  the  various  values  of  S  being  taken  for  abscissae,  while  the  ordiuates 
are  the  corresponding  efficiency  values.  The  intervening  area  includes 
values  corresponding  to  all  possible  efficiencies. 

Note  B. — If,  instead  of  the  efficiency  corresponding  to  any  value  of  V.  and 
v.,  we  desire  to  find  what  value  of  V.  and  V.  must  exist  to  give  a  definite 
efficiency  (E),  this  may  calculated  by  the  formula — 

S  =  3-E  +  iD  +  V(3  -  E  +  iD)2  -  4E  —  2D, 
when  V.  and  V.  differ  by  any  possible  fraction  D.     This  reduces  to — 

S  =  3  -  E  +  ^(3  _  E)»  ^r4E 
when  V.  and  V.  are  supposed  to  be  equal. 
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{May  4th,  1893.) 


4.    The  treatment  of  cases  of  simple  photophobia  by  the 
"  constant  current." 

By  John  Hern. 

(By  simple  photophobia  I  mean  photophobia  occurring 
in  an  eye  in  which  the  naked  eye  or  ophthalmoscope  can 
detect  no  deviation  from  the  normal  structure.) 

Such  cases  are  often  met  with  in  our  northern  counties. 
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and  are  of  all  types  of  severity,  from  a  slight  increase  of 
the  normal  tendency  to  close  the  eyes  in  a  bright  light, 
to  a  total  inability  to  open  them  in  ordinary  light  unless 
the  rays  are  modified  by  being  passed  through  smoked  or 
otherwise  coloured  glass.  These  patients  are  usually 
anaemic  (in  three  cases  severe  loss  of  blood  had  occurred), 
and  are  sometimes,  though  by  no  means  always,  of  a 
highly  nervous  temperament,  and  in  some  the  rheumatic 
diathesis  is  well  marked.      (In  none  hysterical  symptoms.) 

As  my  experience  is  of  necessity  limited,  1  would  like 
anything  I  may  bring  forward  on  this  matter  to  be  simply 
suggestive.  Regarding  these  as  a  reflex  contraction  of 
the  orbicularis  with  the  optic  as  the  afferent  and  the  facial 
the  efferent  nerve,  it  appeared  to  me  a  feasible  explana- 
tion that  certain  molecular  changes  in  the  retina  had 
taken  place,  rendering  it  more  susceptible  to  the  action 
of  light ;  in  short,  that  the  normal  tendency  to  close  the 
eyes  was  increased,  because  the  effect  produced  by  ordi- 
nary rays  of  light  impinging  on  the  retina  had  been 
magnified  by  the  receptive  apparatus  and  reflected  out  to 
the  orbicularis  as  an  exaggerated  impulse. 

The  chief  reasons  I  have  adopted  this  explanation  are 
— Firstly,  that  in  these  cases  the  pupil  is  always  con- 
tracted, showing  that  the  pupillary  reflex  is  also  exagge- 
rated. As  we  have,  therefore,  two  reflexes,  both  exagge- 
rated, and  both  having  the  retina  as  their  starting-point,  the 
probabilities  are  that  the  exaggeration  is  due  to  some 
change  in  that  structure.  Secondly,  as  these  symptoms 
usually  occur  in  anaemic  and  nervous  subjects,  that  as  the 
whole  nervous  system  after  haemorrhage  or  other  rapidly 
debilitating  causes  is  always  in  a  condition  of  hyper- 
excitability,  it  is  not  irrelevant  to  conclude  that  a  highly 
complex  part  of  it  (the  retina)  has  shared  no  better  than 
the  rest.  As  an  example  of  this,  one  may  mention  the  con- 
dition of  a  patient  after  severe  heemorrhage  of  any  kind. 

Treatment.  —  In  the  first  case  met  with  I  gave 
the  usual  blood  and  nervine  tonics  with  an  amount 
of  success,  especially  in   hospital  patients ;  but  in  private 
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I  found  my  patients  got  tired  of  continuing  tlie  treat- 
ment, and  many  disappeared — probably  to  consult  a  col- 
league— only  to  reappear  after  a  longer  or  shorter  time. 
I  therefore  adopted  the  following  method  of  treatment : — 
The  battery  used  was  the  Leclanche  ;  strength  of  current 
about  1  to  2*5  milliampereSj  applied  by  means  of  the  finger 
resting  on  the  eyeball  (previously  cocainised)^  as  demon- 
strated before  this  Society  by  Dr.  Buzzard  {'  Trans.  Ophth. 
See./  vol.  ix,  p.  191),  excepting  that  the  finger  was  kept 
in  apposition  to  the  eyeball  and  not  removed,  the  strength 
of  the  current  being  always  tried  in  some  other  part  of 
the  patient's  body  before  it  was  applied  to  the  eyeball. 

In  vol.  viii  of  'Trans.  Ophth.  Society'  I  find  Dr.  Hill 
Griffith  describes,  under  the  head  of  Functional  Affec- 
tions, some  cases  very  like  those  I  have  met  with  except 
in  one  particular,  viz.  that  in  none  of  my  cases  was  there 
a  single  symptom  pointing  to  hysteria  proper. 

Notes  of  a  typical  case. — Henry  B — ,  get.  26,  married,  and 
has  three  healthy  children.  Family  history  good  ;  had 
perfectly  good  health  up  to  November,  1891,  when  he  fell 
into  a  mill-dam,  and  was  in  bed  ten  weeks  suffering  from 
rheumatic  fever.  Was  much  reduced  in  strength  and 
exceedingly  nervous.  I  was  called  to  see  him  in  Feb- 
ruary, 1892,  wdth  his  medical  attendant,  who  became 
alarmed  because  his  patient  kept  both  eyes  firmly  closed. 

Eyes  and  vision  were  normal ;  pupils  contracted  almost 
to  a  pin-point  in  the  light,  but  on  the  application  of 
coloured  spectacles  could  be  seen  to  dilate  freely. 

The  constant  current  (1'5  milliamperes — Leclanche) 
was  used  twice  a  day  for  three  weeks,  at  the  end  of  which 
time  he  could  go  out  without  his  coloured  spectacles. 

{January  26th,  1893.) 

Dr.  Sydney  Stephenson  observed  that  the  author  had 
said  nothing  as  to  the  visual  fields,  which  might  give 
valuable  information  in  regard  to  the  possibility  of  the 
symptoms  being  hysterical.  He  asked  whether  there 
had  been  any  transposition  of  the  coloured  fields. 
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Dr.  Ormerod  suggested  that,  as  notting  was  known  of 
the  mode  of  action  of  the  current,  it  would  be  well  to  try 
the  experiment  of  cocainising  the  eye  and  sweeping  the 
finger  round  without  using  the  current  at  all,  to  see 
whether  the  same  effect  would  not  be  produced. 

Mr.  JuLER  said  he  had  recently  seen  several  cases  of 
photophobia  without  any  obvious  lesion,  but  by  using  a 
little  fluorescine  the  presence  of  minute  ulcers  were  made 
evident.  He  asked  whether  this  had  been  tried  by  the 
author.  He  inclined  to  the  view  that,  if  the  photophobia 
was  not  hysterical,  there  must  have  been  a  lesion  of  some 
sort. 

Dr.  Hern,  in  reply,  said  he  had  had  thirteen  such 
cases.  In  ten  the  colour  field  was  normal  and  three  were 
colour-blind.  He  had  tried  the  experiment  of  cocainising 
the  eye  only  and  thus  simulating  the  electrical  treatment, 
but  with  negative  results.  He  had  not  used  fluorescine, 
but  would  do  so  in  the  cases  still  under  treatment ;  but 
he  felt  sure  there  was  no  ulcer. 
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XVIII.  INSTRUMENTS. 

Dr.  Adolf  Bronner  (Bradford)  showed  a  portable 
sterilising  apparatus  for  ophthalmic  instruments  and  band- 
ages, lotion  and  drops. 

It  consists,  roughly  speaking,  of  two  parts :  a  disb 
with  water  for  boiling  the  instruments ;  and  a  box  (which 
fits  on  to  the  dish)  for  exposing  the  bandages,  drops  and 
lotion  to  steam.  The  bandages,  &c.,  are  first  steri- 
lised for  about  ten  minutes ;  the  box  is  then  removed 
and  the  instruments  put  into  the  boiling  water  for  about 
five  minutes.  A  one  per  cent,  soda  solution  is  used.  The 
instruments  are  made  with  metal  handles  (Weiss  Bros.). 

Dr.  Bronner  also  showed  a  metal  box  for  keeping  the 
instruments  after  sterilisation. 

Dr.  Bronner  thought  that  no  branch  of  surgery  demon- 
strated the  value  of  the  aseptic  methods  as  well  as  ophthal- 
mic surgery  ;  with  ordinuary  aseptic  precautions  loss  of 
the  eyeball  or  cornea  through  suppuration  was  well-nigh 
impossible. 

At  the  Bradford  Eye  and  Ear  Hospital  there  had  not 
been  a  single  case  of  suppuration  after  operation  for  the 
last  seven  years.  During  that  time  the  eyeball  had  been 
opened  in  over  2000  cases,  including  420  cases  of  ex- 
traction of  senile  cataract,  about  750  iridectomies,  200 
linear  extractions,  800  discissions  and  200  extractions  of 
capsule. 

The  apparatus  is  made  by  Down  Bros.,  of  St.  Thomas's 
Street. 

{Card  specimen.     December  8th,  1892.) 

Mr.  Priestley  Smith  (Birmingham)  asked  for  the 
experience  of  others  as  to  the  best  way  of  cleansing  steel 
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instruments.  If  a  knife  were  placed  in  water  wliich  was 
just  beginning  to  boil  its  edge  was  soon  spoiled  ;  if  placed 
in  water  wliich  liad  boiled  for  some  minutes  less  mischief 
was  done  ;  if  in  distilled  water  which  had  boiled  some 
minutes  the  result  was  better  still.  But  no  prolonged 
immersion  in  boiling  water  seemed  quite  safe.  He  him- 
self was  not  prepared  to  sacrifice  the  sharpness  of  the 
knife  to  any  theoretical  considerations. 

Mr.  Adams  Frost  said  he  always  dipped  his  knives  in 
boiling  distilled  water  just  before  using  them,  but  only 
for  about  ten  seconds,  aftei'wards  dipping  them  in  abso- 
lute alcohol. 
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The  following    Card   Specimens   were   also   shown   at   the 
Meetings  of  the  Society  during  the  past  Session. 

Neoplasm  (?  sarcoma)  of  the  iris. 

Wm.  Beaumont  (October  20th,  1892). 

Unusual  chronic  form  of  marginal  keratitis. 

R.  W.  DoYNE  (October  20th,  1892). 

Three  drawings  of  albuminuric  neuro-retinitis  in  various 
stages  of  recovery. 

R.  W.  DoYNE  (October  20th,  1892). 

Rupture  of  choroid. 

GusTAvus  Hartridge  (November  10th,  1892). 

Aniridia.        Gdstavus  Hartridge  (November  10th,  1892). 

Aniridia.  H.  Work  Dodd  (November  10th,  1892). 

Gunshot  wound  of  eyeball. 

Arthur  Sandford  (December  8th,  1892). 

Double  sarcoma  of  the  orbit  in  an  infant. 

Arthur  Sandford  (December  8th,  1892). 

Ophthalmic  atlas  for  recording  pathological  conditions  of 

the  fundus  by  means  of  superimposed  layers  of  colour. 

Frank  Haydon  (December  8th,  1892). 

Nsevus  of  cheek  and  forehead  involving  eye  with  opacity 
of  right  lens.      Ernest  Clarke  (January  8th,  1893). 

Double  model  of  eye  for  ophthalmoscopy  and  the  shadow 
test.  Priestley  Smith  (January  2Gth,  1893). 
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Improved  model  of  conjugate  movements. 

Priestley  Smith  (January  26tli,  1893). 

A  set  of  Stroschein's  drop  bottles. 

Sydney  Stephenson  (January  26tli,  1893). 

Hypermetropia,   epileptic  attacks   four    years,    cured  by 
correction  of  error  of  refraction. 

J.  Heen  (January  26th,  1893). 

Pigmentary  moles  of  the  retina. 

R.  D.  Batten  (July  7tli,  1893). 

Retinitis  proliferans  following  hgemorrhage  into  the  vit- 
reous. W.  Adams  Frost  (July  7th,  1893). 


EEPOET  OF  COUNCIL, 

READ  AT  THE  ANNUAL  GENERAL  MEETING  OF  THE  SOCIETY, 
JULY  7th,  1893. 


The  Council  has  again  to  congratulate  the  Society  on 
its  continued  prosperity  and  on  the  increased  number  of 
its  members. 

Including  20  new  members  the  Society  now  numbers 
305  members. 

The  Council  regrets  very  much  the  loss  by  death  of  Dr. 
James  Anderson,  who  was  so  recently  one  of  the  Hono- 
rary Secretaries  and  at  the  time  a  member  of  Council. 
His  early  death  has  deprived  the  Society  of  an  active  and 
zealous  member,  and  one  whose  services  were  of  great 
value  to  the  Council.  Dr.  Redmond,  of  Dublin,  a  coun- 
cillor, and  Mr.  Liddon,  of  Taunton,  both  original  mem- 
bers, have  also  died  during  the  past  Session. 

Two  members  have  left  the  Society  for  different 
reasons. 

During  the  past  Session  the  Rules  of  the  Society  have 
been  thoroughly  revised,  and  a  copy  has  been  sent  to  each 
member,  and  after  being  approved  at  the  annual  meeting 
will  be  embodied  in  the  ensuing  volume  of  the  '  Traus- 
actions.' 

A  sub-committee,  which  was  appointed  to  obtain  the 
completion  of  histories  of  cases  published  in  the  former 
'  Transactions,'  has  presented  its  report ;  the  completed 
cases  in  the  '  Transactions  '  for  the  first  ten  years  will  be 
published    in    the    forthcoming    volume.       The    Council 
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desires  to  thank  those  members  who  have  kindly  assisted 
in  carrying  out  this  work,  which  will  very  much  enhance 
the  value  of  former  communications. 

The  ninth  Bowman  Lecture  was  delivered  in  June  by 
Mr.  Pridgin  Teale,  F.R.S.,  on  "  The  Abandonment  of 
Iridectomy  in  the  Extraction  of  Hard  Cataract/'  and  for 
next  Session  the  Council  has  appointed  Dr.  Bristowe  as 
the  Bowman  Lecturer. 

The  Council  have  agreed  to  the  following  resolution: — 
"  That  it  is  not  desirable  that  the  office  of  President  be 
held  by  the  same  person  for  more  than  two  consecutive 
years.'' 

The  financial  position  of  the  Society,  as  shown  by  the 
Treasurer's  balance-sheet  and  duly  audited,  is  most  satis- 
factory. 

The  Council  gratefully  acknowledge  the  presentation 
of  books  to  the  Library  from  the  President  and  from  the 
following  members — Messrs.  Berry,  Clarke,  Juler,  Nettle- 
ship,  Percival,  Stephenson,  Swanzy,  Spencer  Watson, 
and  Wherry  ;  from  the  four  following  gentlemen  who  are 
not  members  of  the  Society — Dr.  Court,  Dr.  Rosmini, 
Dr.  Romiee,  and  Mr.  Marmaduke  Sheild ;  also  from  the 
Medical  Society. 

The  increasing  size  of  the  Library  has  rendered  it 
necessary  to  print  a  second  edition  of  the  Catalogue,  the 
first  having  been  printed  in  1887.  This  Catalogue  has 
been  sent  to  all  members  resident  in  the  United  Kingdom, 
and  a  list  of  additions  to  the  Library  will  in  future  be 
issued  with  each  volume  of  the  '  Transactions.' 
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OF  THE  UNITED  KINGDOM. 


VOLS.   I  — X. 

COMPILED   BY 

MEMBERS  OF  THE  SOCIETY. 


LONDON. 
1893. 


PEEPAOE. 


At  the  Council  meeting  o£  May  5tli,  1892,  on  the 
proposal  of  Mr.  Marcus  Gunn,  seconded  by  Mr.  Hartridge, 
the  Council  decided  to  have  completed  as  far  as  possible 
the  record  of  cases  contained  in  the  first  ten  volumes  of 
the  *  Transactions '  of  the  Society. 

For  this  purpose  the  following  members  were  requested 
to  undertake  the  revision  of  the  volumes  : 
Mr.  Story  and  Dr.  Benson  ; 
Dr.  Habershon  and  Mr.  T.  Collins  ; 
Dr.  H.  Griffith  and  Mr.  Shears  ; 
Dr.  Taylor  and  Mr.  Stephenson; 
Dr.  Mackay  and  Dr.  Sym. 
It  was  arranged  that  the  revisers  should  work  in  pairs, 
as  shown  in  the  above  list,  and  that  two  volumes  should 
be  allotted  to  each  pair.      The  advisability  of  obtaining 
the  subsequent  history  of  any  case  was   left  to  the  dis- 
cretion of  the  revisers. 

The  returns  which  were  obtained  in  this  way  were 
submitted  to  a  Committee  consisting  of  Mr.  Marcus 
GuNN,  Mr.  Silcock,  and  the  Honorary  Secretaries,  and 
they  are  now  published  in  the  '  Transactions.' 

Although  in  many  cases  the  subsequent  history  has  not 
been  obtained,  owing  to  the  patient  having  been  lost  sight 
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of  and  to  other  causes^  the  results  which  have  been  col- 
lected prove  the  great  utility  of  the  work. 

The  Council  feels  that  the  Society  is  ranch  indebted  to 
those  members  who  have  given  so  much  of  their  time  in 
superintending  the  details  of  the  work,  as  well  as  to  those 
who  have  furnished  the  necessary  data  for  the  completion 
of  the  histories  of  the  cases. 


SUPPLEMENTARY  REPORTS. 


VOL.  I. 

Page   7. 

Epithelioma  of  Orbit,  &c. 

Supplementary  Report  by  Mr.  H.  A.  Lediaed. 

"  Local    recurrence,    followed    by    death    within    two 
years." 

Page  41. 
Retinal  Haemorrhage. 
Supplementary  Report  by  Mr.  W.  Spencer  Watson. 
"  No  further  information  obtainable." 

Page  117. 

Intra-cranial  disease  with  optic  neuritis  and  para- 
lysis of  the  upward  movement  of  both  eyes. 

Supplementary  Report  by  Dr.  W.  R.  Gowees. 

"  The  patient  died  quite  suddenly  about  two  years  later. 
There  were  cartilaginous  remains  of  a  tumour  in  the 
superior  medullary  velum  (valve  of  Vieussens)  behind  the 
corpora  quadrigemina,  apparently  a  degenerated  tuber- 
cular tumour.  The  diagnosis  was  thus,  to  a  large  extent, 
confirmed." 

VOL.    XIII.  17 
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Page   136. 

Optic  Atrophy. 

Supplementary  Report  by  Mr.  G.  Anderson  Ceitchett. 

''  Shortly  after  the  patient  was  shown  at  the  Society 
the  tension  of  the  globe  still  further  increased,  the  eye 
became  painful  and  was  enucleated.  A  considerable 
quantity  of  blood  was  found  in  the  vitreous  chamber." 

Page   137. 
HsDmorrhage  into  the  Vitreous. 
Supplementary  Report  by  Mr.  Henry  Power. 
"  V.  :   right  eye  -^,  not  improved  with  glasses ;  left 

''  By  indirect  examination  of  right  eye  media  clear. 
On  rotating  the  eye  downwards  an  oval  but  faint  shade 
appears  in  the  lens,  and  a  few  faint  radiating  lines  are 
seen. 

"  Direct  examination  shows  that  the  outer  side  of  the 
disc  is  well  defined,  the  inner  side  less  defined.  Near 
the  position  of  the  fossa  is  a  square  whitish  patch,  from 
the  angles  of  which  long  processes  run,  and  may  be 
followed  to  a  distance  of  four  or  five  times  the  diameter 
of  the  disc.  The  most  conspicuous  descending  one  is  a 
triangular  patch,  which  also  gives  off  processes.  These 
whitish  patches  look  like  detached  retina." 
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VOL.  II. 

Pages  12  and  13. 

Lamellar  Cataract. 

Supplementary  Report  by  Mr.  G.  Anderson  Critchett. 

'^  Isaac  G — .  Patient  has  attended  at  intervals.  Sight 
remains  the  same.      Still  uses  left  eye. 

"  Caroline  W — .  Distant  V.  remained  the  same.  Peri- 
pheral portion  of  each  lens  still  clear. ^' 

Page   15. 

Choroidal  Hsemorrhage,  &c. 

Supplementary  Report  by  Mr.  J.  B.  Lawford. 

"  Patient  writes,  25th  November,  1892,  '  The  sight 
of  my  right  eye  has  gradually  improved,  especially  in  the 
last  twelve  mouths.  I  can  now  see  a  considerable  dis- 
tance with  it.'  " 

Page   19. 

Sympathetic  Iritis. 

Supplementary  Report  by  Mr.  Simeon  Snell. 

"  I  have  many  times  seen  this  man  since  the  case  was 
reported.  He  is  engaged  in  business  now,  and  has  been 
for  some  years;  when  last  seen  the  eye  was  keeping- 
well." 

Page  41. 
Multiple  retinal  hemorrhages. 
Supplementary  Report  by  Mr.  H.  R.  Swanzy. 
"  No  further  information  obtainable." 
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Page  55. 
Tortuosity  of  retinal  vessels. 
Supplementary  Report  by  Mr.  A.  H.  Benson. 
''  Condition  remains  the  same." 

,  ,        Page  59. 

Neuro -retinitis  in  secondary  syphilis. 

Supplementary  Report  by  Mr.  G.  Anderson  Critchett. 

"Patient  recovered  under  a  prolonged  course  of  mercury 
and  iodide  of  potassium.  V.  in  both  eyes  good,  and 
fundi  became  quite  normal." 

Page  60. 

Choroido-retinitis  from  hereditary  syphilis. 

Supplementary  Report  by  Mr.  E.  Nettleship. 

"  Frank  R— .      September  25th,  1884.— R.  V.  -f^,  not 
impd.      J.  2  ;   a  few  words  of  J.  1  at  6". 
"  L.  e^,  not  impd.     J.  14. 
''  No  note  as  to  ophthalmoscopic  appearances." 

Page  61. 

Central  Choroiditis. 
Supplementary  Report  by  Mr.  Henry  .Juler. 
"  No  further  information  obtainable." 

Page  62. 

Rupture  of  Choroid. 

Supplementary  Report  by  Mr.  A.  H.  Benson. 

"I  have  nothing  to  add  to  either  case,  but  at  p.  57 
there  is  a  mistake  in  the  seventh  line  from  top  j  1881 
should  read  1882." 


supplementary  reports.  261 

Page  66. 
Optic  Neuritis. 
Supplementary  Report  by  Mr.  Waren  Tay. 
"  I  have  nothing  to  add." 

Page  86. 
Double  optic  neuritis  following  purpura. 
Supplementary  Report  by  Mr.  J.  B.  Lawford. 
"  Condition  unchanged." 

Page  95. 

Grlaucoma  cured  by  eserine. 

Supplementary  Report  by  Dr.  R.  S.  Pye- Smith. 

''The  patient  enjoyed  good  health  till  the  autumn  of 
1885  (six  years  after  the  accident),  when,  shortly  after 
the  death  of  her  husband,  she  suffered  from  sciatica, 
and  early  the  next  year  symptoms  of  diabetes  manifested 
themselves,  accompanied  by  loss  of  smell.  The  amount 
of  urine  and  the  quantity  of  sugar  were  much  reduced  by 
dieting,  but  the  patient  lost  flesh  and  strength,  and  died, 
aged  eighty,  at  the  end  of  February,  1887,  from  an 
attack  of  acute  bronchitis. 

"  No  further  attack  of  glaucoma  ever  occurred,  and 
the  patient  retained  good  sight  in  both  eyes  to  the  last." 

Page    100. 

Acute  Glaucoma  caused  by  atropine  and  cured  by 

eserine. 

Supplementary  Report  by  Mr.  Simeon  Snell. 

"  This  lady  remained  in  Sheffield  until  the  end  of 
1889,  when  she  went  to  India.      She  consulted  me  just 
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before  her  departure.      Her  condition  was  then  and  had 
been  satisfactory. 

"  I  learnt  now  (September,  1892)  that  after  she  had 
been  in  India  about  seventeen  or  eighteen  months  she 
got  malarial  fever^  and  has  lost  the  sight  of  one  eye.  I 
have  no  means  of  learning  whether  this  loss  is  absolute, 
or  whether  it  was  due  to  glaucoma." 

Page  115. 

Sclerotomy. 

Supplementary  Report  by  Mr.  W.  Spencer  Watson. 

"  Case  1. — No  further  note. 

"  Case  2.— Eliz.  Ann  B— .      In  June,  1882. 

"  Right  :  pigmented  staphyloma  in  the  cicatrix  of  the 
operation  wound.  T.  n.  R.  V.  -^  and  J.  viii  at  10"  without 
glasses,  with  glasses  reads  J.  ii. 

"  Field  contracted  downwards  and  inwards. 

"  L.  V.  ^Q  and  J.  xviii  at  10",  and  with  spectacles  J. 
xiv.  Pigmented  staphyloma  as  in  right.  Pupil  slightly 
adherent  and  contracted,  but  central.  Field  complete. 
T.  n. 

"  November  1st,  1883. — Right :  cataract  occupying  the 
greater  part  of  the  small  updrawn  pupil,  the  extreme 
margin  of  which  is  clear. 

"Both:   T.  n.      Both:   pigmented  cystoid  cicatrices. 

"  V.  :  sees  rainbows  with  right.  Can  tell  the  time  by 
a  watch. 

"  Left  optic  disc  excavated,  but  of  good  colour.  No 
pulsation  of  vessels. 

"  Continues  to  read  and  do  needlework,  using  lenses 
of  +  5  D. 

"No  further  notes  of  later  date  than  November,  1883. 

"  Case  3. —  Mrs.  D — .  Tliis  lady  came  to  see  me  from 
time  to  time  up  to  three  years  ago,  when  she  died  of  an 
attack  of  acute  pneumonia.      The  sight  and  condition  of 
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her  eyes   remained  about  the  same  as  in  May,  1882,  up 
to  the  time  of  her  death  at  the  age  of  seventy  years. 
"  Cases  4,  5,  6,  and  9. — No  further  notes. '^ 

Page    140. 

Sclerotomy. 

Supplementary  Report  by  Mr.  H.  R.  Swanzy. 

"  I  saw  the  market  gardener  referred  to  within  the 
last  twelve  months.  The  tension  in  each  eye  was 
then  very  much  above  the  normal,  with  almost  complete 
loss  of  sight  in  one  eye,  and  very  imperfect  sight  in  the 
other.  In  this  case,  therefore,  a  permanent  cure  of  the 
glaucoma  was  not  effected  by  the  sclerotomy,  although 
for  some  years  the  tension  remained  normal. 

"  The  medical  practitioner  referred  to  retained  useful 
vision  until  his  death,  several  years  after  the  date  of  the 
communication.  High  tension  did  not  recur  in  his 
case.^' 

Page    142. 

Sclerotomy. 

Supplementary  Report  by  Mr.  E.  Nettleship. 

"  Case  4. — Daniel  A — . 

"February  25th,  1889.— In  the  notes  of  1879  it  is 
recorded  there  was  sclerotomy  of  right.  Patient  says 
right  has  been  blind  fifteen  or  sixteen  years.  No  P.  L. 
in  right  now. 

"  March  8th,  1889. — Sclerotomy  of  L.  downwards. 

"April  8th,  1889.— L.  V.  :  fingers  at  4',  J.  20  at  7". 

"August  cJlst,  1892.— Right:  no  P.  L.  Left:  large 
coloboma  upwards.  Old  corneal  opacities.  Optic  disc 
cupped,  pale,  and  atrophic.      V.  =  hand  shadows  at  13". 

"  Case  5. — John  S — . 

"  September,  1879  (five  weeks  after  operation). — 
L.  V.  =  J.  16. 
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*'  Case  6. — William  F.  B — .  L.  very  slowly  failed, 
but  could  still  see  a  little  when  last  attended  about  1889. 
No  operation  was  done.  Had  used  eserine  regularly  for 
several  years. 

"  Case  8.— John  P— . 

"  August,  1885. — Still  sees  his  way  about,  but  can 
doubtfully  see  J.  20  ;   thinks  sight  getting  darker  lately. 

"  November,  1887. — Daughter  writes,  '  Can  see  flame 
of  candle  with  eye  you  operated  on  three  times,  and 
with  the  other  can  find  his  way  about  streets ;  thinks 
sight  getting  darker  lately  ;   too  ill  to  come  himself.' 

"  Case  9.— Bertha  W— . 

"March,  1881.— Before  operation  R.  V.  =  J.  20 
barely.      L.  V.  5  -  35  D.  =  |§. 

"July,  1881.— R.  V.  =  J.  20.     L.  V.  =  J.  4  at  6". 

"  January,  1882.— R.  V.  less  than  J.  20.    L.  V.  =  J.  4. 

"  October,  1887.— R.  V.  c  -  3  D.  =  £^,  J.  20.  L.  V. 
c  -  3  D.  =  -2^,  J.  12. 

«  Case  10.— Wm.  W— . 

"October,  1883.- R.  V.  =  f^  and  5  +  1*75  D.  J.  1. 
L.  V.  (operated  on).  No  P.  L.  ;  fistulous  opening  in 
sclerotic.      T.  +   1. 

"  December,  1887. — Written  to.  Reply  :  R.  very  good, 
L.  no  sight. 

"  Case  11. — Ann  D — .      No  later  note. 

"  Case  13.— R.  F— . 

"April,  1890.— R.  V.  c  +  3-5  D.  letters  of  J.  1.  T.  n. 
L.  V.  fingers  at  2  ft.  badly  ;  field  very  small.  T.  n., 
though  this  is  the  worse  eye. 

"  Case  14.— Jane  T— . 

"1882.— V.  R.  barest  P.  L. 

"December  13th,  1882.— V.  'better.' 

"  Case  15.— Alfred  E— .      No  later  note. 

"Case  16.— Elizabeth  R— .      No  later  note." 
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Page  254. 

Bony  tumour  of  conjunctiva. 

Supplementary  Report  by  Mr.  Anderson  Critchett. 

"  Patient  recovered  ;  no  recurrence  of  bony  growth." 

Page  259. 

Primary  Tubercle  of  Iris. 

Supplementary  Report  by  Mr.  H.  R.  Swanzy. 

"  The  patient's  father,  writing  on  October  18th, 
1892,  says,  '  She  is  in  very  good  health.  Soon  after 
losing  the  eye  an  abscess  came  in  her  knee,  and  kept 
open  for  some  time.  It  afterwards  turned  to  something 
like  a  white  swelling,  and  remains  a  little  swollen  to  the 
present  day,  and  from  which  she  has  a  slight  halt.  All 
along  her  general  health  has  been  good.'  " 


VOL.  III. 

Page  9. 

Double  pulsating  exophthalmos. 

Supplementary  Report  by  Mr.  W.  Adams  Frost. 

"  The  patient  has  been  seen  at  intervals  of  about  six 
months.  The  pulsation  in  the  right  orbit  disappeared 
soon  after  the  case  was  exhibited,  and  has  not  returned. 
Occasionally  the  noise  in  the  head,  the  pulsation,  and 
feeling  of  fulness  prevent  him  from  working  for  a  few 
days.  When  last  seen  about  a  month  ago  there  was  some 
fulness  at  the  upper  part  of  the  right  orbit,  but  no 
pulsation.— July  23rd,  1892." 
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Page  28. 

Sarcoma  of  the  Iris.     Successful  removal  of  the 
tumour. 

Supplementary  Report  by  Mr.  E.  Nettleship. 

"The  case  was  quite  well  in  1889,  nine  years  after  the 
operation.^' 

Page  75. 
Sympathetic  Ophthalmitis. 
Supplementary  Report  by  Mr.  Simeon  Snell. 
"  No  further  information  obtainable. '^ 

Page  185. 

Hemiachromatopsia. 

Supplementary  Report  by  Mr.  H.  R.  Swanzy. 

"The  patient  died  in  January,  1886,  from  apoplexy, 
which  was  his  third  attack.^' 

Page  283. 

Congenital  Ptosis.     Peculiar  associated  movements 
of  affected  lid. 

Supplementary  Report  by  Mr.  R.  Marcus  Gunn. 

"  I  have  nothing  to  add,  except  that  several  similar 
cases  have  since  been  recorded." 


SUPPLEMENTARY    REPORTS.  267 

VOL.  IV. 

Page  58. 

Serous  Cyst  of  Iris. 

Supplementary  Report  by  Mr.  W.  Adams   Frost. 

"Nothing  known  o£  the  subsequent  progress  of  the 
case." 

Page  59. 

Central  senile  guttate  Choroiditis. 
Supplementary  Report  by  Mr.  E.  Nettleship. 
"No  further  information  obtainable.^' 

Page  111. 

Glaucoma  with  retinal  haemorrhage  with  thickening 
of  Veins  and  obliteration  of  Arteries. 

Supplementary  Report  by  Mr.  E.  Nettleship. 

"  No  further  note  obtainable." 

Page  132. 

Angemia  as  a  cause  of  retinal  haemorrhage. 

Supplementary  Report  by  Dr.   Stephen  Mackenzie. 

"  Cases  1,  2,  and  3  disappeared  from  observation^  and 
their  subsequent  history  is  not  known. 

"  Case  5  died,  and  at  the  necropsy  abdominal  cancer 
was  found ;  the  kidneys  were  free  from  disease. 

"  The  subsequent  history  of  Case  6  is  unknown." 

Page  148. 
Haemorrhage  in  Region  of  Macula. 
Supplementary  Report  by  Mr.  A.  S.  Morton. 
"  No  further  note  obtainable." 
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Page  150. 

Syphilitic  Retinitis.      Retinal  haemorrhage  and  new 
growth  of  blood-vessels  into  the  vitreous. 

Supplementary  Report  by  Mr.  E.  Nettleship. 

"  John  K — ,  after  the  published  note  of  August^  1884, 
attended  almost  continuously  till  March,  1887,  the  greater 
part  of  which  time  he  took  small  doses  of  mercury 
and  iodide  of  potassium.  In  the  winter  of  1885—6 
sight  became  worse  owing  to  fresh  hasmorrhage  into  the 
vitreous.  In  March,  1886,  the  note  is  Marge  opacities  in 
vitreous,  which  by  focal  light  are  seen  to  consist  of  red 
clots ;  scarcely  any  choroidal  reflex.^  In  June,  the  opaci- 
ties were  thinner,  plenty  of  light  from  choroid,  no  details 
visible,  sight  was  improving.  In  July,  the  gums  were 
sore,  he  had  some  diarrhoea,  and  the  sight  was  much 
better,  but  there  is  no  qualitative  statement.  At  the 
end  of  October  he  had  regained  sight  enough  to  tell  the 
time  by  the  clock.  All  at  once  on  the  afternoon  of 
October  27th,  he  became  almost  blind  within  an  hour,  and 
on  the  28th,  could  only  see  his  hand  moving  but  could 
not  see  fingers  ;  the  reflex  to  the  ophthalmoscope  was 
quite  black.  Attended  till  March,  1887,  and  then  dis- 
appeared till  December,  1887,  taking  no  medicine  in  the 
interval.  About  November  sight  had  begun  to  improve, 
and  on  December  16th  he  could  see  g-j  and  with  +  4  D. 
J.  18,  and  had  improved  very  much  in  health  and  flesh. 
The  fundus  was  now  fairly  visible  ;  no  choroiditis  could 
be  seen  ;  O.  D.  rather  pale,  vessels  diminished.  The  prin- 
cipal fringe  of  new  vessels  near  the  upper  inner  edge  of  the 
disc  (PI.  IV,  fig.  2)  was  now  represented  by  dense  tendi- 
nous-looking tissue,  on  which  only  one  or  two  vessels  could 
be  seen.  He  attended  till  the  end  of  May,  his  sight  get- 
ting still  better.  We  saw  nothing  of  him  between  May, 
1888,  and  September,  1889,  when  he  came  for  a  sore 
place  on  the  tongue,  during  which  time,  I  presume,  he 
took  no  medicine.      September  5th,  1889,  he  saw  -3%,  and 
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with  +  6  D,  J.  10,  and  Mr.  Laws  noted  there  were  still 
many  webs  in  the  front  of  the  vitreous,  that  the  white  ten- 
dinous strand  was  still  present,  and  that  one  limb  of  it 
seemed  to  become  attached  to  a  patch  of  choroidal  disease. 
From  that  time  till  October,  1892,  he  attended  occasion- 
ally for  various  little  ailments,  sight  remaining  steadily 
at  -^.  During  the  winter  and  spring  of  1892  he  rapidly 
lost  weight  and  developed  symptoms  of  abdominal  tumour, 
and  died  in  the  early  summer.      There  was  no  autopsy." 

Page  162. 

Central  senile  guttate  Choroiditis, 

Supplementary  Report  by  Mr.  E.  Nettleship. 

"  No  further  information  obtainable. — December   14th, 
1892." 

Page  164. 
Central  senile  guttate  Choroiditis. 
Supplementary  Report  by  Mr.  B.  Nettleship. 
"  No  further  information  obtainable." 

Page  167. 

Peculiar  lines   in   the   choroid   in  a  case  of  post- 
papillitic  Atrophy. 

Supplementary  Report  by  Mr.  E.  Nettleship. 

"No  further  note  obtainable." 

Page   186. 

Retro-ocular  Neuritis. 

Supplementary  Report  by  Mr.  E.  Nettleship. 

"  Case  24.— Mr.  E— . 

"  Came  again  in  May,  1888,  with  loss  of  the  R.  half  of 


270  SUPPLEMENTARY    RKPORTS. 

the  remaining  right  field  of  vision  of  some  weeks'  standing. 
Slight  doubtful  pallor  of  disc.  Pupil  acting  well.  V. 
=  #.  Probably  had  syphilis  twelve  years  ago.  The  field 
being  still  further  lost,  was  taken  into  St.  Thomas's  Hospital 
and  mercury  given  by  inunction,  with  the  result  that  he 
completely  regained  the  nasal  half  of  field.  Took  large 
quantities  of  mercury,  and  fattened  on  it ;  sometimes  by 
skin  and  sometimes  by  mouth,  continuing  it  with  slight 
intermissions  till  January,  1891,  when  mercury  was 
stopped  on  account  of  a  bad  cold.  March,  1889,  V.  =  |- 
slowly  and  J.  1. 

"  In  October  he  began  to  suspect  a  relapse  of  failure  of 
sight,  but  was  prevented  by  influenza  and  bronchitis  from 
resuming  treatment. 

''At  the  end  of  January,  1892,  sight  definitely  failed. 

"On  February  8th  V.  =  -^-g-,  and  only  words  of  J. 10, 
and  the  lower  part  of  the  remaining  field  has  gone. 

''  This  case  evidently  belongs  to  a  different  category 
from  the  others  recorded  in  the  same  paper.  It  is  pro- 
bably explained  by  a  gummatous  disease  occurring  at 
different  dates  on  the  chiasma.  It  is  to  be  observed  that 
he  never  had  any  headache/' 

Page  226. 

Ceutral  Amblyopia,  with  concentric  contraction  of 
fields  of  vision. 

Supplementary  Report  by  Mr.  J.  B.  Lawford. 

"  The  patient,  Sidney  P — ,  has  been  seen  at  intervals 
since  1884.  He  is  a  confirmed  epileptic,  and  has  been  for 
some  years  a  regular  attendant  at  Queen  Square  Hospital 
for  epilepsy. 

"  May,  1884,  V.  -|§  and  J.  1  with  each  eye  separately. 

"  Next  visit,  September  21st,  1888  :  failure  of  left  eye 
five  days. 

"  R.  f ,  J.  1  ;  field  full. 

"  L.  -g^,  J.  20  letters ;  field  much  contracted,  especially 
on  nasal  side  and  below.      Charts  taken. 
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"  Ophth.  : 

"  R.  O.  D.  greyish  white,  atrophic-looking.  Moderate 
cup  ;  some  opaque  connective  tissue  on  disc. 

"  L.  0.  D.  much  better  colour  than  R. 

''  Is  attending  National  Hospital. 

"  Next  visit,  January  22nd,  1889  :  R.,  fingers  at  3  feet ; 
Ij,  Q  faintly. 

"  Failure  of  R.  noticed  six  days  ago.  Left  said  to  have 
recovered  in  October,  1888,  when  he  ceased  attending. 

'^  Fits  continue. 

''  February  5th,  1889  :  R.  -^ ;  field  nearly  full. 

"  February  26th,  1889  :  R.  -^,  J.  15  words ;  field  full. 

"  Next  visit,  December  21st,  1892  :  sight  has  been  good 
since  shortly  after  last  attendance.  Fits  continue,  and 
patient  attends  National  Hospital  regularly. 

^•1  T      6       1  -n         6    T   1     .«•       fFields  not  taken. 
L  L.  -j^—  1  D.  =  ^;  J.  1  at  6  m.  J 

''  Ophthal.  : 

"  R.  0.  D.  very  pale  and  atrophic-looking  ;  slightly 
hazy  on  surface  ;  deeply  cupped.  Vessels  full  size  ;  no 
choroidal  or  retinal  change. 

"  L.  0.  D.  much  better  colour  than  R., — in  fact,  pallor 
only  doubtful. 

"  The  subsequent  history  of  this  case  seems  to  leave 
no  doubt  that  the  amblyopia,  at  least  in  the  second  and 
third  attacks,  was  of  the  so-called  '  functional '  variety, 
and  makes  it  probable  that  the  original  attack  was,  in 
part,  of  the  same  kind.  There  is  also  no  doubt,  from  the 
ophthalmoscopic  appearances,  that  the  right  optic  nerve 
has  undergone  very  definite  change,  and  that  though 
functionally  active  it  is  ophthalmoscopically  atrophic.^' 
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Cases  of  interest  not  referred  to  hy  the  Sich-Comviittee. 

Page  243. 

Keport  by  Mr.  E.  Nettleship. 

Recovery  from  Amaurosis  in  young  children. 

''Case   10.— Thomas  B— .      May,   1880.      Seen   April, 
1886  :  £et.  9. 

reads  J.  19. 


"^■{l.-^} 


"  Sight  thought  to  have  got  worse  last  few  weeks,  ac- 
companied by  a  good  deal  of  headache,  especially  frontal 
and  at  back  of  neck.  No  vomiting  ;  no  fits.  Is  under- 
grown,  but  fairly  intelligent.  Discs  quite  clear  but  rather 
pale,  especially  at  Y.  S.  side.  Examination  causes  some 
pain  in  forehead. 

"  September,  1886.— Sees  -^  and  J.  10. 

"April,  1888.— With  his  glasses  +  1-25  sees  f  fairly 
well. 

"March,  1890.— ^t.  13.  Gets  on  well  at  school;  is 
in  sixth  standard.  Good-tempered  ;  a  light  sleeper ;  is 
very  small  for  his  age,  but  all  his  brothers  and  sisters  are 
so  too.  Complains  of  a  dragging  pain  between  his 
shoulders  like  a  heavy  weight  when  tired  by  school  work. 
Each  eye  with  +  1  D.  =  f  partly. 

"  Right  disc  probably  quite  normal.  Left  rather  pale 
and  clearer  than  right." 

Page  276. 

Homonymous  Hemianopia,  probably  due  to  a  Cor- 
tical Lesion. 

Supplementary  Report  by  S.  J.  Sharkey,  M.D. 

"  I  have  no  information  with  regard  to  her  further 
history.'' 
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Page  292. 

Nerve  disease  with  ocular  symptoms,  including 
alleged  uniocular  diplopia. 

Supplementary  Report  by  Mr.  R.  Marcus  Gunn  and  James 
Anderson,  M.D. 

''  Patient  cannot  be  traced. ^^ 


Page  300. 

Subsequent  history  of  case  of  complete  paralysis 
of  Convergence  and  Accommodation. 

Supplementary  Report  by  Mr.  Henry  Eales,  Birmingham. 

''  In  Januai-y,  1884,  she  still  had  complete  paralysis  of 
accommodation  and  convergence.  After  this  I  lost  sight 
of  the  case  entirely  till  October,  1891  ;  and  her  trouble 
having  lasted  so  long  I  had  assumed  that  it  was  per- 
manent. 

"  From  what  I  can  learn  her  condition  remained  unal- 
tered for  about  eighteen  months  after  I  saw  her  in 
January,  1884,  and  during  this  time  she  was  accustomed 
to  read,  by  the  aid  of  a  +  3D.  spectacle  which  I  ordered 
her  for  one  eye,  with  a  ground  glass  over  the  other  eye  to 
prevent  diplopia.  These  being  reversible,  when  tired 
with  reading  with  one  eye  she  could  reverse  them  and 
read  with  the  other. 

''During  the  summer  of  1885  her  eyes  gradually  got 
better,  and  at  times  she  could  read  without  her  glasses 
for  a  while. 

"  In  1886,  when  aged  16  years,  menstruation  com- 
menced ;  about  this  time  her  eyes  appear  to  have  recovered 
completely,  she  was  able  to  read  habitually  without  the 
aid  of  glasses,  and  remained  quite  free  from  her  old 
trouble  for  over  two-  years,  she  tells  me. 

"  Menstruation,  I  learn,  has  always  been  too  frequent 

VOL.  xiii.  18 
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and  too  free,  coming  on  every  two  or  three  weeks,  and 
lasting  five  or  six  days. 

"  In  1886,  lier  former  difficulty  returned  somewhat,  and 
she  was  often  compelled  to  wear  her  spectacles  to  read, 
especially  by  artificial  light,  but  it  never  became  per- 
sistent. 

"In  the  winter  of  1890-1,  she  sufl'ered  mnch  from  frontal 
headache  and  pain  in  the  eyes  at  times,  specially  in  the 
right,  the  sight  of  which  became  bad,  specially  for 
colours,  *  everything  appearing  more  or  less  blue  ; '  more- 
over during  this  period  she  suffered  occasionally  from 
diplopia  and  '  loss  of  control  over  the  movements  of  the 
eyes,  especially  the  right.' 

"  At  this  time  she  was  reading  hard  for  an  examina- 
tion (Cambridge  local),  which  she  went  up  for  and 
passed  in  July,  1891, 

"  After  this  she  was  very  ill,  and  suffered  from  severe 
headache  and  delirium  in  August,  and  was  supposed  by 
her  medical  attendant  to  have  had  an  attack  of  sunstroke, 
though  she  herself  thinks  the  illness  was  brought  on  by 
hard  reading  and  a  good  deal  of  worry  which  she  had  at 
that  time.  After  the  illness  she  found  herself  quite  short- 
sighted and  afilicted  with  convergent  squint,  both,  how- 
ever, variable  in  degree. 

"  Her  medical  man  informs  me  that  she  suffered  nmcli 
from  anaemia  at  this  time,  which,  however,  got  better 
under  treatment  by  iron  and  bromide  of  potassium ;  more- 
over for  two  or  three  months  menstruation  was  absent;  but 
though  her  health  improved  her  eye  troubles  remained 
more  or  less.  He  also  tells  me  he  saw  no  evidence  of 
hysteria,  but  learned  that  she  was  liable  to  walk  in  her 
sleep. 

"  Her  eye  troubles  persisting,  on  October  14th,  1891,  she 
again  consulted  me,  complaining  of  short-sight,  diplopia, 
convergent  squint,  with  frontal  headache  and  pain  in  the 
eyes,  more  especially  the  right,  with  which  she  said  every- 
thing looked  bluish. 

"  On    examination   I    found    extreme  convergent  stra- 
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bisraus,  the  right  eye  deviating  usually,  hut  variable  in 
degree,  and  greatly  aggravated  by  any  attempt  to  fix  the 
eyes  on  any  near  object,  more  especially  when  situated 
to  the  right,  but  also  in  looking  up  or  down  ;  while  in 
looking  to  the  left  the  strabismus  was  almost  in  abey- 
ance. There  was,  however,  no  paresis  of  any  of  the 
movements. 

"  The  shadow  test  revealed  myopia  about  6  D.,  but 
variable  under  observation. 

!E.  =      5 
no  type. 
L.    =    2-^    unaided    =    |-    c.  —   7  D.,    but  not 
maintained. 
"  Oph.  showed  the  fundus  normal  in  each  eye,  except 
slight  pallor  of  discs,  due  to  general  angemia,  which  was 
markedly  present.      The  pupils  measured,  R.  8^  mm.,  L. 
1\  mm.,  but  contracted  to  light. 

"  On  testing  her  colour  vision  I  found  it  quite  good 
with  the  left  eye,  and  in  the  right  thfe  defect  seemed  to 
be  an  inability  to  diiferentiate  various  shades  of  the  same 
colour,  but  there  was  no  tendency  to  confuse  different 
colours  (red,  green,  yellow). 

"  Both  F.  V.  were  markedly  contracted  (Figs.  28 
and  29) . 

"  She  was  ordered  a  solution  of  atropia  sulph.  grs.  vj, 
Cocain.  Hydrochlor.  grs.  vj,  aq.  ad  5jj  to  be  dropped  into 
each  eye  three  times  a  day,  and  a  mixture  of  Potass. 
Brom.  grs.  x  and  Ext.  Ergot.  Liq.  iT^x^  ad  ^j^  t©^  ^^^ 
SLunend.,  with  Blaud  pill  gr.  v,  ij  ter  die  sumend.  post 
cib.      Dark  smoke-glasses  to  be  worn. 

"  On  October  22nd  I  found  her  much  better. 
11.  =  I  c.  +   ]  D. 


"-■{IZ 


I  c.  +   1  D. 


Convergent  strabismus  was  less,  headache  less,  but  she 
still  complained  that  everything  looked  blue  with  right 
eye. 

''  Perimeter  showed  F.  V.  for  each   eye  much  larger, 
but  still  contracted  (Figs.  28  and  29). 
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"  October  30th. — She  was  still  better,  but  not  well. 
F.  V.  contracted  still  (see  chart).  The  iron  was  con- 
tinuedj  and  arsenic  given  now  in  place  of  Potass.  Brom. 
and  ergot.  From  this  time  she  got  better,  but  did  not 
get  well,  and  continued  to  use  the  drops  and  take  her 
pills  and  medicine,  but  did  not  see  me. 

''  On  March  28th,  1892,  I  found  her  much  as  usual, 
F.  V.  still  contracted  (see  chart). 


V. 


{":: 


f  c.  -  2, 
\  unaided  ; 


but  shortly  after  this  date  she  began  to  improve  con- 
siderably but  gradually,  and  I  did  not  see  her  till  January 
17th  of  this  year,  when  she  came  to  see  me  at  my  request, 
at  which  visit  I  found  her  eyes  practically  normal. 

"  There  was  now  no  strabismus  convero-ens.  Though 
she  had  used  no  atropine  drops  for  some  months  she  was 
free  from  headache,  made  no  complaint  of  colour  vision 
being  bad  with  her  R.  eye,  and  showed  no  evidence  of 
aneemia. 


I  R.  =  |. 


^-  '  "  "^  -50  D. 

Accommodation  good  up  to  6  inches.  Oph.  showed  both 
fundi  normal.  Perimeter  shows  F.  V.  nearly  full  in  each 
eye,  though  R.  F.  V.  exhibited  a  tendency  to  become 
'  spiral '  in  prolonging  the  examination  (Figs.  30  and  31). 
Pupils  measure,  R.  8^  mm.,  L.  7^  mm.,  as  before. 

"  She  informed  me  she  could  read  now  comfortably 
for  an  hour  or  two,  but  occasionally  the  eyes  ache.  She 
had  not,  however,  had  sufficient  return  of  her  trouble 
to  necessitate  her  resorting  to  the  drops  since  last  May, 
except  for  a  week  or  two  in  July. 

"  Remarhs.- — It  seems  evident  that  her  ocular  troubles 
belong  to  the  class  of  functional  disorders,  whether 
hysterical  or  not,  but  in  my  own  experience  I  have  never 
before  seen  such  complete  and  prolonged  loss  of  function 
restored,  nor  have  I  ever  seen  such  sevei'e  or  prolonged 
spasm  of  accommodation  before. 

"  Supposing  the  affection  of  accommodation  and  con- 
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vergence  to  be  due  to  disorder  of  the  centres  presiding 
over  this  function  in  the  floor  of  the  fourth  ventricle,  it  is 
interesting  to  specuhite  whether  the  affection  of  her  F.  V. 
was  due  to  disorder  of  her  visual  centres,  or  to  peripheral 
disturbance. 

''  It  is  interesting  to  note  that  while  the  pupils  still 
remain  unequal  in  size,  the  right  pupil,  formerly  the 
smallest,  is  now  the  largest. 

"  T  may  state  that  there  has  never  been  any  evidence 
of  trouble  with  the  teeth,  which  are  exceptionally 
good.'' 

Page  310. 

Paresis  of  upward  movement  of  Eyes. 

Supplementary  Eeport  by  Dr.  J.  A.  Ormerod. 

"  The  ocular  symptoms  have  changed  but  little.  There 
is  more  droop  of  the  eyelids,  and  the  R.  internal  rectus  is 
distinctly  paralysed.  The  pupils  act  very  little  either  to 
light  or  accommodation.  Since  1888  he  has  complained 
of  impairment  of  vision.  Mr.  Marcus  Gunn  examined  him 
ophthalmoscopically  in  May,  1892,  and  reported — 

*' R.  fundus  normal;  well-marked  opaque  nerve-fibres 
at  edge  of  0.  D.  [Erroneously  put  down  as  choroidal 
atrophy  (?)  in  original  report.] 

"  L.  fundus  normal ;  no  opaque  nerve-fibres  ;  a  small, 
round,  yellowish  patch  just  outside  O.  D. 

"  On  the  other  hand,  some  of  the  other  nervous  sym- 
ptoms have  increased  to  a  remarkable  degi'ee.  As  he 
stands  or  walks  into  tlie  room  his  head  is  rotated  to  the 
L.,  so  that  he  appears  to  be  looking  over  that  shoulder,  and 
the  face  is  contorted  by  frequent  spasm  of  the  muscles, 
particularly  those  of  the  L.  side.  These  spasmodic  move- 
ments cease  when  he  lies  down  on  a  sofa,  a  wrinkled  con- 
dition of  the  forehead  alone  remaining.  The  speech  is 
spluttering,  explosive,  and  squeaky,  being  almost  unintel- 
ligible when  he  is  at  all  excited.      There  has  occasionally 
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been  slight  difficulty  in  swallowing.      The  gait  and  the 
patellar  tendon-reflexes  remain  much  as  they  were. 

"  The  diagnosis  of  this  peculiar  case  is  uncertain.      He 
remains  under  observation."  {October  lith,  1892.) 


VOL.  V. 

Page  46. 

Vesicle  of  the  Cornea. 

Supplementary  Keport  by  Mr.  G.  Anderson  Critchett. 

"  The  vesicle  disappeared  after  iridectomy  which  was 
performed  shortly  after  the  patient  was  shown  at  the 
Society.'^ 

Page  47. 

Tuberculosis  (?)  of  the  Cornea  and  Iris. 

Supplementary  Report  by  Mr.  Arthur  H.  Benson, 

"In  July,  1885,  the  eye  was  much  in  the  same  way, 
but  T.  —  1.      Since  then  the  case  has  not  been  seen." 

Page  56. 

Intra-ocular  Gumma. 

Supplementary  Report  by  Mr.  W.  Spencer  Watson. 

"  1885,  September  20th. — R.  V.  perception  of  large 
objects.      L.  keratitis  much  less. 

"November  23rd. — R.  globe  quite  free  from  vascu- 
larity, and  V.  improving.  Voice  much  clearer  ;  nostril 
still  obstructed  ;  general  health  much  improved. 

"  188G,  January. — Much  improved  in  general  health; 
still  some  contraction  of  the  right  nostril  ;   voice  normal, 
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"  1887,  January  10th. — Had  an  attack  of  phlyctenular 
ophthalmia  of  the  right  eye  and  acute  swellings  of  the 
left  leg  and  right  upper  arm.  These  swellings  occupied 
the  position  of  the  junction  of  the  epiphyses  with  the 
shafts  of  the  tibia  and  humerus  respectively.  The  aper- 
ture of  the  right  nostril  much  conti*acted.  V.  of  right 
eye  as  before. 

"  After  this  latter  date  no  further  notes  were  kept." 

Page  65. 

Glioma  of  both  Retinae. 

Supplementary  Report  by  Mr.  W.  Lang. 

"  This  patient,  Edith  A.  L.  L — ,  died  on  August  30th, 
1887,  set.  6  years,  the  cause  of  death  being  coma  and  con- 
vulsions due  to  secondary  growth.  There  was  no  post- 
mortem examination,  but  the  second  eye  (the  left)  had 
been  excised  some  months  previously  on  account  of  pain, 
and  the  distended  globe  was  then  filled  with  new  growth, 
which  had  spread  along  the  optic  nerve  beyond  the  reach 
of  surgical  interference." 

Page  66. 

New  formation  of  pigment  on  the  front  of  the 

Iris. 

Supplementary  Report  by  Mr.  B.  Nettleship. 

"  No  further  information  obtainable." 

Page   111. 

Congenital  Dislocation  of  Lenses. 

Supplementary  Report  by  Mr.  F.  R.  Cross. 

"  Ada  L — ,  aet.  14,  retuimed  to  me  in  May,  1890,  with 
the  left  lens  dislocated  forward  into  the  anterior  chamber. 
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I  was  unable  to  reduce  it,  but  next  day  it  slipped  back 
into  the  vitreous. 

"  Either  lens  at  times  comes  forward  through  the  pupil, 
causing  the  vision  of  that  eye  to  be  quite  veiled  ;  there 
is  seldom  any  difficulty  in  reducing  the  lenses  by  tilting 
the  head  back.  Formerly  the  reduction  was  more  difficult ; 
once  the  patient  had  to  lie  for  two  hours  before  the  lens 
returned  to  the  vitreous. 

"Vision  +  10  B.,  R.  2^,  J.  1  very  close.      L.  -^^,  J.  4. 

"  The  pupils  are  particularly  active. 

"  The  left  lens  lies  in  the  bottom  of  the  vitreous  with 
its  faces  looking  up  and  down.  A  band  passes  up  from 
it  across  the  pupil,  and  there  ai'e  two  or  three  fine  floating 
specks. 

"^  The  right  lens  is  on  a  higher  level,  and  faces  more 
antero-posteriorly.  The  patient  is  well  educated,  and 
finds  but  little  discomfort." 

Page  142. 

Atrophy  of  Choroid. 

Supplementary  Report  by  A.  Stanford  Morton. 

"  On  December  lOth,  1892,  I  examined  the  case,  and 
found  very  little  material  change  in  the  appearances  as 
depicted  in  the  drawing.  There  was  slightly  less  pig- 
ment in  the  stroma  in  parts.  The  V.  =  R.  and  L.  J.  1 
with  piesbyopic  correction. 

"  R.  1%  Hm.  2-5  D.  =  f  partly. 

"  L.  |i  fairly,  Hm.  2-5  D.  =   Ij. 

"  The  HcUls  were  extremchj  contracted,  and  there  was 
more  difficulty  in  finding  his  way  about,  especially  at 
night. 

"  His  general  health  was  not  so  good,  and  there  was 
albuminuria. 

"He  suffered  considerably  from  sciatica,  but  there  were 
no  '  lightning  pains,'  and  his  patellar  tendon  reflexes 
were  present." 
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Page  147. 

Severe  central  Choroiditis  with  almost  perfect 
acuteness  of  vision.  Visual  field  defective  at 
periphery. 

Supplementary  Report  by  Mr.  E.  Nettleship. 

"  No  further  information  obtainable." 

Page  149. 

Supplementary  Report  by  Mr.  E,  Nettleship. 

Case  of  amblyopia  caused  by  vapour  of  bisulphide 
of  carbon. 

"  James  W.  M— . 

''June  24tli,  1887.— V.  =  f  with  each. 

"  August  21st,  1889.— R.  V.  f  ptly.,  no  Hm.,  not  irapd. 
L.  V.  f  ptly.  ?  -  -25  D.  =  f  .'^ 

Page   180. 

Symmetrical  enlargement  of  upper  part  of  face,  with 
double  proptosis  and  optic  atrophy,  complete 
anosmia,  and  paralysis  of  left  portio  dura. 

Supplementary  Report  by  Mr.  R.  Marcus  Gunn. 

"July  5th,  1885. — Movements  of  eyeballs  still  perfect. 
Paralysis  of  portio  dura  as  before,  but  the  nerve-supply  of 
the  soft  palate  is  not  involved.  Pupils  equal,  semi-dilated, 
inactive  to  light.  R.  E.  barest  P.  L.  L.  E.  no  P.  L. 
Her  sight  has  become  worse  since  evening  of  July  3rd, 
but  there  is  less  pain.  No  loss  of  sensation  in  fifth  nerve 
area;  on  the  contrary,  there  seems  to  be  hypera?sthesia, 
and  she  complains  of  irritation  (tickling)  in  this  region  on 
laying  her  head  on  the  pillow.  Intelligence  remains  per- 
fectly good. 

"  She  says  that  her  sense  of  smell  failed  completely 
during  her  illness  at  the  age  of  sixteen,  and  only  partially 
returned  on  getting  well  tlien.     It  failed  again  completely 
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when  the  pain   began   in  her   head  before   the  failure   of 
vision. 

''July  15th. — Condition  unchanged.  There  is  an  ap- 
parent increase  of  bony  hardness  over  both  superior 
maxillary  i^egions.  Hearing  :  R.,  watch  at  30  inches  ;  L., 
watch  at  2  inches.      Perosseous  hearing  good. 

"July  22nd. — Ordered  Pot.  lodid.,  gr.  xx,  thrice 
daily,  and  Ferr.  Redact.,  gr.  j,  thrice  daily. 

"  August  5th. — General  health  somewhat  improved. 
The  paralysis  of  left  seventh  nerve  not  so  complete. 
Absolutely  no  P.  L.  Right  pupil  widely  dilated  (8^  mm.) ; 
left  pupil  wide,  but  not  quite  so  large  as  right  (6|  mm.). 
The  level  of  the  two  eyes  is  not  quite  the  same,  the  right 
being  directed  more  downwards.  Hearing  :  R.,  watch  at 
2  feet  or  a  little  more  ;  L.,  watch  at  5  inches.  Perosseous 
hearing  good.  Taste  (extract  of  gentian)  certainly  less 
acute  on  left  side  than  on  right.  She  is  in  better  spirits. 
To  continue  drugs. 

"  January  14th,  1886. — She  still  has  pain  across  the 
forehead,  and  a  little  in  the  vertex,  but  not  in  the  occiput 
now.  It  is  never  nearly  so  severe  as  formerly,  and  is  not 
constant,  usually  only  coming  on  at  night  when  she  feels 
tired.  Her  husband  says  that  when  she  is  worried  about 
anything,  or  when  she  is  unwell,  the  swelling  of  the  face 
is  temporarily  increased.  Her  general  health  has  been 
gradually  improving,  and  she  feels  considerably  stronger 
than  formerly.  She  has  gained  weight  and  improved  in 
colour.  She  has  regained  no  smell,  and  is  absolutely 
blind.  She  gets  photopsiee — '  blue,  yellow,  and  white  ; ' 
these  subjective  blues  do  not  annoy  her  as  blue  objects 
formerly  did.  The  paralysis  of  the  portio  dura  disap- 
peared soon  after  last  examination.  Her  spirits  have 
improved  very  much.  There  is  still  much  tendei'ness  in 
the  left  ear,  so  that  she  cannot  lay  this  side  of  her  head 
on  the  pillow.  She  says  that  her  teeth  used  to  give  pain 
during  mastication,  and  felt  as  if  there  were  wool  between 
them  ;  now  she  feels  with  them  naturally.  Proptosis  much 
as  formerly.      The  palpebral   aperture  is  very  wide,  and 
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the  conjunctival  veins  large,  especially  the  left  lower. 
Pupils  unequal — right  7"5  mm.,  left  5  mm.  ;  inactive  to 
light;  but  active  to  convergence.  T.  n.  On  closing  the 
eyes  naturally  part  of  the  right  globe  remains  exposed. 
Movements  of  eyes  and  eyelids  perfect.  The  swelling  of 
the  face  is  still  great  at  the  level  of  the  eyes.  Face 
very  broadly  oval,  forehead  appearing  narrow  by 
contrast. 

"Measurements. — Across  face  at  level  of  eyes  =  11 
inches. 

"  From  tragus  to  tragus  across  face  =  10|  inches. 

"  Length  of  face  ^=7^  inches. 

"  Colour  of  skin  of  cheeks  much  impi'oved,  and  its 
temperature  is  now  quite  natural.  There  is  still  bilateral 
symmetry.  Still  tenderness  on  opening  her  mouth  widely, 
and  on  pressure  over  the  bony  prominences,  especially 
malar  and  angle  of  jaAV. 

"  Ophth.  :  complete  simple  atrophy  ;  optic  discs  clear, 
large  vessels  of  good  size. 

"March  25th,  1887.— She  looks  very  well,  and  feels 
quite  strong.  The  headaches  have  been  absent  almost 
ever  since  last  note.  The  face  still  swells  a  little  when 
she  is  worried  or  out  of  sorts,  but  not  so  much  as  formerly. 
At  times  she  says  she  can  smell  a  little,  even  the  perfume 
of  flowers.  Absolutely  blind.  Still  has  photopsiae — forms 
of  pieces  of  furniture,  &c.,  and  often  the  colours  as  before 
(reds,  blues,  yellows,  and  whites).  She  says  that  when 
the  gas  is  turned  suddenly  up  or  down  she  gets  the 
impression  of  light  or  darkness  respectively.  Has  had  no 
tenderness  in  the  left  ear  for  the  last  seven  months  at 
least.  The  proptosis  is  practically  gone,  and  the  veins  in 
left  conjunctiva  are  still  large.  Both  eyes  are  now  quite 
covered  by  the  lids  on  closing  naturally.  Her  husband 
thinks  that  her  face  is  now  the  same  as  before  her 
illness. 

"  R.  pupil,  6'5  mm. ;  L.  pupil,  5  mm. — both  inactive  to 
light,  active  with  convergence.  Slight  horizontal  nys- 
tagmic   movements    occasionally,   e.  g.   on   strong   lateral 
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deviation  to  either  side,  and  on  my  asking  her  whether 
or  not  she  could  see  my  hand.  No  pain  on  pressure  over 
bony  prominences,  nor  on  opening  her  mouth  wide. 
Sensation  in  teeth  normal.      No  perception  of  light. 

''  Ophth.  :  Optic  discs  white,  not  filled  in  ;  vessels  of 
good  size. 

"  She  is  now  pregnant  about  five  months.  Has  had 
severe  vomiting,  but  this  has  now  passed  off." 

Page    184. 

Further  observations    on    the    condition   of    the 
Optic  Nerves  in   Intra-cranial  Disease. 

Supplementary    Report    by    Mr.    Walter    Edmunds    and 
Mr.  J.  B.  Lawford. 

''  Care  2. — Seen  again  July,  1892.  Has  remained  well 
since  accident.  Slight  myopia ;  when  this  is  corrected 
vision  normal.  Ophthalmoscopically  :  right  eye  optic 
disc,  uniformly  pink  colour,  no  cup  ;  probably  obliterated 
as  result  of  neuritis  ;  marked  thickening  of  sheaths  of 
main  arteries  and  veins  on  optic  disc,  but  not  beyond  it. 
No  yellow-spot  changes. 

"  Left  eye  :  colour  of  optic  disc  as  in  right  eye.  Cup 
obliterated.  No  thickening  of  vessel  sheaths.  No  macular 
changes. 

"  In  each  eye  a  narrow  ring  of  partial  choroidal 
atrophy  around  optic  disc,  most  marked  on  temporal  side. 
'  Peripapillary  choroiditis,'  an  extension  of  inflammation 
from  the  optic  disc  or  retina. 

"  Case  9. — The  patient  was  readmitted  seven  months 
later  with  caries  of  cervical  spine,  from  which  he  died. 
A  post-mortem  examination  was  made,  the  results  of 
which  will  be  found  recorded  in  Dr.  Sharkey's  '  Spasm 
in  Chronic  Nerve  Disease  '  (the  Gulstonian  Lectures  for 
1886)  .*      The  optic  nerves  were  examined  microscopically, 

*  Churchill  (18GG),  page  19. 
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and  showed  only  thickening  of  the  trabeculae.      This  was 
most  marked  posteriorly." 

Page   193. 

Recurrent  paralysis  of  third  nerve  in  association 
with  Migraine. 

Supplementary  Report  by  Mr.  Simeon  Snell. 

"  According  to  the  patient's  statement  the  attacks 
are  not  quite  as  frequent  as  they  used  formerly  to  be — 
perhaps  every  nine  or  ten  months.  The  affected  eye 
remains  the  same;  the  other  eye  has  not  been  affected 
at  all."  July,  1892. 

Page   197. 

Conjugate  deviation  of  the  eyes,  down  and  to  the 

right. 

Supplementary  Report  by  Mr.  W.  Adams  Frost. 

"  In  February,  1885,  the  patient  was  seen  by  me  at 
St.  George's  Hospital.  The  eyes  were  in  the  same  con- 
dition as  when  the  case  was  exhibited.  Nitrous  oxide 
gas  was  administered.  When  the  patient  was  partially 
under,  the  eyes  moved  freely  in  all  directions.  A  bandage 
was  worn  for  two  days  (whether  over  one  or  both  eyes  is 
not  stated).  On  its  removal  the  eyes  were  straight. 
They  remained  so  for  three  days,  and  then  returned  to 
their  former  position." 
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VOL.   VI. 

Page    105. 
Graves'  Disease. 
Supplementary  Report  by  Mr.  W.  Lang. 
"  No  further  information  obtainable." 

Page  112. 
Graves'  Disease. 
Supplementary  Report  by  Mr.  W.  J.  Cant. 
"  No  further  report  obtainable.'^ 

Page    125. 
Pemphigus  of  the  Conjunctiva. 
Supplementary  Report  by  Mr.  W.  Lang. 
"  No  further  information  obtainable." 

Page  138. 
Essential  Shrinking  of  the  Conjunctiva. 
Supplementary  Report  by  Mr.  H.  Juler. 
"  No  later  information  obtained.'' 

Page    151. 
Destructive  Episcleritis. 
Supplementary  Report  by  Mr.  W.  Lang. 
"  No  further  information  obtainable." 
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Page  155. 

Orbital  Cellulitis. 

Supplementary  Report  by  Mr.  Anderson  Critchett. 

"  No  further  change  has  taken  place  apart  from  a 
slight  increase  in  the  myopia." 

Page  159. 

Pulsating  orbital  Tumour. 

Supplementary  Report  by  Mr.  A.  Quarry   Silcock. 

"  No  change  when  heard  of  last  about  two  years  ago." 

Page  331. 

Diabetic  Retinitis. 

Supplementary  Report  by  Mr.  E.  Nettleship. 

"James  J —  (drawing  made  February,  1885). 

'^  December,  1885. — The  deposit  at  Y.  S.  is  consider- 
ably smaller,  and  some  of  the  outlying  deposits  have 
disappeared.      There  are  no  fresh  changes. 

"April,  1887. — The  deposits  have  almost  gone. 

"  December,  1892. — Written  to,  but  cannot  be  found." 

Page  372. 

Bisulphide  of  Carbon  Poisoning. 

Supplementary  Report  by  Mr.  R.  Marcus  Gunn. 

"  .July  8th,  1893.— He  attended  Moorfields  for  about 
two  months  under  treatment.  He  did  not  return  to  his 
former  business.  His  health  gradually  improved,  and 
he  now  expresses  himself  as  being  as  well  as  ever  he  was. 
His  legs  continued  weak  for  a  few  months  after  he 
ceased  attending  hospital.  His  sexual  power  improved 
slowly. 

"  Pupils  equal :  left  pupil  acts  rather  feebly  to  light ; 
right  pupil  acts  well. 

VOL.    xiii.  19 
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"  R.  V.  =  |-^,  not  improved. 

"L.  V.  =  f§,  not  improved. 

"  Central  colour  scotoma  fairly  well  marked  in  each 
eye,  quite  definite  in  left. 

"  Ophth. — Both  discs  are  pale,  and  each  macula  shows 
much  pigmentary  disturbance.'^ 

Page  407. 

Foreign  bodies  in  the  eye. 

Supplementary  Report  by  Mr.  Simeon  Snell. 

"  Case  1. — Steel  in  lens.  Man  seen  recently.  Condi- 
tion unaltei'ed.      Lens  not  more  opaque.      V.  the  same. 

"  Case  2. — Steel  in  vitreous.  Capsule  is  now  more 
opaque.  He  reads  with  +  glass  J.  16.  Capsule  is  not 
clear  enough  to  allow  the  interior  of  globe  to  be 
searched  well  for  the  foreign  body." 


VOL.  VII. 

Page  112. 

Chronic  enlargement  of  both  lachrymal  glands. 

Supplementary  Report  by  Mr.  W.  Adams  Frost. 

"  The  patient  was  seen   in  1890.      No  recurrence  had 
taken  place." 

Pages  136  and  137. 

Tumour  of  Ten  Months'  Duration,  probably  Gum- 
matous. 

Supplementary  Report  by  Mr.  E.  Nettleship. 

"  Seen  again  July,   1888.      The  growth  was  less  pro- 
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minent  and  apparently  in  process  of  absorption,  but  leav- 
ing a  permanent  opacity." 

Page  171. 

Retinitis  Pigmentosa  with  deposit  of  pigment  on 
anterior  surface  of  Lens. 

Supplementary  Report  by  Mr.  W.  Adams  Frost. 

"  It  should  have  been  stated  in  original  report  that  the 
fundi  presented  the  typical  appearance  of  retinitis  pig- 
mentosa. 

"  The  case  has  been  seen  at  intervals ;  no  change  has 
occurred  in  the  pigment  on  the  lens  capsule." 

July,  1892. 

Page  222. 

Hyperostosis  of  Skull  with  optic  atrophy. 

Supplementary  Report  by  Mr.  B.  Nettleship. 

"  October,  1886. — William  P — ,  seen  again  October, 
1889.  No  change  either  in  acuteness  of  vision  or  mea- 
surements between  the  canthi,  &c.  The  boy  has  increased 
but  little  in  stature." 

Pages  225  and  226. 

1.  Fibrous  growth  in  Vitreous.     2.  New  formation 
in  Vitreous. 

Supplementary  Report  by  Mr.  W.  C.  Rockliffe. 

"  No  further  information  obtainable." 

Page  250. 
Ophthalmoplegia  (Nos.  2,  3,  4,  5,  and  6). 
Supplementary  Report  by  Mr.  J.  Hutchinson,  jun. 
"  No  further  information  obtainable." 
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Page  260. 

Double  ophthalmoplegia  externa  of    long  duration 
without  other  symptoms. 

Supplementary  Report  by  Mr.  J.  B.  Lawpoed. 

"  Unable  to  trace  the  patient." 

Page  281. 
Ophthalmoplegia  externa  without  other  symptoms. 
Supplementary  Report  by  Dr.  C.  B.  Beevor. 
*'  No  further  information  obtainable.^' 

Page  291. 

Closure  of  sclerotic  wounds  by  suture. 

Supplementary  Report  by  Mr.  Simeon  Snell. 

"  1.  Seen  last  year  (1892).  Eyeball  still  in  good 
condition ;  tension  normal,  and  vision  reduced  to 
fingers. 

"  2.  Heard  of  perhaps  a  year  ago  or  more  (1892  or 
end  of  1892)  from  mother,  who  said  eye  remained  well. 

''  3.  The  youth  quoted  from  '  Ophthalmic  Review.' 
Has  very  often  been  seen  ;  result  remaining  as  good  as 
described." 

Cases  of  Interest  not  referred  to  by  the  Suh-committee. 

Page  301. 

Permanent  partial  night-blindness  with  unusual 
ophthalmoscopic  changes. 

Supplementary  Report  by  Mr.  E.  Nettleship. 

"W.  F— ,  seen  October,  1892  ;  and  R.  F— ,  her  sister, 
January,  1892. 
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"  Condition  and  ophthalmic  appearances  exactly  the 
same  as  when  last  seen,  and  night-blindness  had  not 
increased. 

'' This  patient  has  been  seen  again  this  year  (1892). 
Acuteness  of  sight  and  ophthalmoscopic  appearances  are 
exactly  as  they  were. 

"  She  still  has  some  difficulty  at  night,  but  does  not 
make  much  of  it.      Is  teaching  music. 

"  Her  sister  has  not  been  seen  again,  but  is  reported 
not  to  be  any  worse." 


VOL.  VIII. 

Page  50. 
Exostosis  of  Orbit. 
Supplementary  Report  by  Mr.  A.  Quarry  Silcock. 
"  See  vol.  xii,  p.  43." 

Page  52. 

Pulsating  tumour  of  Orbit. 

Supplementary  Report  by  J.  W.  Hulke,  F.R.S. 

"Patient  last  seen  in  autumn  of  1892.  Considerable 
proptosis  ;  amblyopia ;  extreme  varicosity  of  veins  around 
orbital  opening,  with  pulsation  and  loud  bruit." 

Page  94. 

Iridectomy  for  recurrent  Iritis. 

Supplementary  Report  by  Mr.  E.  Nettleship. 

"  Case  9.— Mr.  C— . 

"  About  Midsummer,  1889,   the  vision  of  left  rapidly 
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became  worse  owing  to  opacity  of  lens,  which  soon  became 
completely  opaque.  The  tension  varying  but  tending  to 
be  subnormal,  and  the  eye  becoming  troublesome  it  was 
excised.  About  the  same  time  he  had  effusion  into  the 
left  knee.  He  subsequently  went  abroad  for  a  consider- 
able time,  and  has  since  then  been  better  and  been  able 
to  pass  his  examinations/' 

Page  248. 
Retro-bulbar  Neuritis. 
Supplementary  Report  by  Mr.  Henry  Juler. 
"  A  friend  reports  that  her  sight  was  quite  restored," 

Page  258. 

Partial  ophthalmoplegia  treated  with  large  doses  of 
iodide  and  mercury. 

Supplementary  Report  by  Mr.  W.  C.  Rockliffe. 

"December  11th,  1889. — Has  not  taken  any  medicine 
for  the  last  two  months.  Slight  diplopia  on  extreme 
divergence  only,  to  either  side.  V.  ^,  reads  1.  L.  pupil  6 
mm.  R.  pupil  9  mm.  L.  E.  p.  p.  1" ,  p.  r.  22".  R.  E.  p.  p. 
21",  p.  r.  21". 

"January  16th,  1890. — Darting  pains  through  both 
temples  and  back  of  neck  ;  increased  diplopia,  stated  to  be 
due  to  extra-close  office  work.      Improved  with  Pil.  Quinae. 

"  Later  on  during  1890  he  sought  other  advice  with 
the  following  symptoms  : — Dull  aching  pain  throughout 
the  whole  body.  Tingling  of  extremities  quickly  pro- 
duced when  the  body  was  bent  forward  or  backward,  or 
on  walking.  Dyspeptic  pains  over  stomach  and  round 
chest.  No  headache,  vomiting,  or  constipation.  Depres- 
sion of  spirits. 

"  December  23rd,  1892.— B.  E.  V.  c.  -  1  D.  =  f ,  reads 
J.  1  easily  with  L.  E.  and  c  +  1  D.  in  the  R,  E.  Pupils,  left 
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6  mm.,  right  9  mm.     Condition  as  above.      Taking  Acid. 
Phosph.  and  nux  vom." 

Page  292. 
Functional  Bye  Symptoms  in  Hysteria,  &c. 
Supplementary  Report  by  Mr.  A.  Hill  Griffith. 

"  Group  (1). — Hysterical  blindness. 

"  Case  1. — Remained  well. 

''  Case  2. — Cannot  be  traced. 

"  Case  3. — No  further  note. 

"  Case  4. — Keeps  well,  probably  feigned  blindness. 

"  Group  (2). — Case  5. — Cannot  be  traced. 

"  Case  6. — Still  amblyopia  of  the  one  eye,  and  vainous 
complaints  of  severe  neuralgic  pains,  &c.,  but,  on  the 
whole,  her  health  is  better.  I  found  out  one  day,  on  test- 
ing with  strong  convex  glass  before  the  good  eye,  that 
she  actually  read  ^  with  the  had  eye.  I  showed  her  this, 
and  I  feel  sure  she  was  not  '  shamming,'  she  was  quite 
astonished.      The  blepharospasm  is  not  well  yet. 

"  Case  7. —  Cannot  be  traced. 

"  Case  8. — Is  working  as  corporation  labourer.  Been 
well  for  the  last  ten  months,  got  so  gradually.  Fundi 
normal,  both  discs  are  very  red.  R.  Jager  6  and  -^^  on 
correction  of  +  3  D.  of  astig. ;  field  of  vision  (hand  test) 
still  contracted.      L.  |-,  field  normal. 

"Group  (3). — Case  9. — Vision  ^  each  eye,  fields  nor- 
mal, no  blepharospasm,  still  has  pain  at  times  over  right 
side  of  head. 

"  Case  10. — Cannot  trace. 

"  Case  11. — Vision  as  before  ;  for  last  eighteen  months 
had  large  '  phantom  tumour '  of  her  abdomen. 

"  Case  12. — No  better,  and  was  discharged  from  army. 

"Case  13. — Was  confined  in  July,  1890,  and  when  seen 
January,  1893,  condition  of  vision  as  reported.  From 
subsequent  observation  this  case  should  not  have  been  in- 
cluded among  functional  cases. 
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"Group  (4). — Case  14. — Cannot  be  traced. 

"  Case  15.— Is  well. 

"  Case  16. — No  further  note. 

"  Case  17. — Well  for  two  years,  except  that  his  eyes 
fail  after  reading  a  short  time. 

"Group  (5). — No  further  notes. 

"  Group  (6). — I  have  not  attempted  to  get  notes  in  con- 
tinuation of  all  these  cases  of  neurasthenic  asthenopia, 
but  now  add  all  I  have  information  of. 

"  Case  22. — '  No  better.' 

"  Case  26. — Keeps  well. 

"  Case  33.— Keeps  well. 

"  Case  36. — Vision  -j^,  full,  still  contraction  of  field. 

"  Case  37.— No  better. 

"  Case  39. — Died  of  rapid  consumption  October  4tli, 
1891. 

"Case  41.— No  better. 

"  Case  44. — Fields  practically  normal.  Is  a  good  deal 
better,  but  not  well.  Inclined  to  laugh  at  her  former 
condition,  and  says  she  must  have  been  '  fanciful.'  " 


VOL.  IX. 

Page  41. 

Traumatic  enophthalmos. 

Supplementary  Report  by  Mr.  W.  Lang. 

"  Hugh  S —  was  seen  again  on  September  13th,  1892, 
and  the  condition  of  the  eye  and  face  remained  unaltered, 
except  that  binocular  vision  was  obtained  with  the  head 
erect  and  whilst  looking  directly  forwards.  The  power 
of  accommodation  had  also  returned,  so  that  with  his 
manifest  hypermetropia  and  astigmatism  he  read  J.l  at  10 
cm.  and  V.  =  I-." 


supplementary  reports.  297 

Page  46. 

Hyperostosis  of  frontal  bone. 

Supplementary  Report  by  Mr.  A.  Quaery  Silcock. 

"  WLen  last  seen  a  few  months  ago  the  patient  was  in 
good  health,  presenting  no  external  signs  of  any  extension 
of  the  lesion,  and  being  practically  in  the  same  condition 
as  in  October,  1888." 

Page  49. 
Adenoma  of  Lachrymal  Gland. 
Supplementary  Eeport  by  Mr.  Simeon  Snell. 
"  No  further  notes  obtainable.^' 

Page  67. 

Double  Proptosis. 

Supplementary  Report  by  Mr.  R.  Marcus  Gunn. 

"  Dr.  Maguire,  of  Stony  Stratford,  Bucks,  writes, 
'  June  1st,  1891  : — You  will  be  glad  to  hear  the  man  is 
quite  well,  and  has  been  at  work  all  the  winter.  The 
proptosis  has  entirely  disappeared,  and  his  sight,  he  tells 
me,  is  as  good  as  ever.'  " 

Page    188. 

Conjugate    lateral    deviation,   probably   due   to    a 
congenital  lesion. 

Supplementary  Report  by  Mr.  H.  R.  Swanzy. 

"  I  saw  the  patient,  the  subject  of  this  communication, 
a  few  days  ago,  and  found  the  state  of  the  eyes  precisely 
as  described  in  the  communication.  No  improvement 
has  taken  place.  If  the  chihr's  head  be  held  firmly  and 
she  be  required  to  look  at  an  object  on  her  left-hand  side, 
the  eyes  can  be  directed  for  a  few  moments  towards  the 
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object,  but  with  marked  nystagmic  motions,  and  these 
latter  are  more  marked  the  more  the  cornege  approach 
the  canthi.  When  the  eyes  are  directed  towards  the 
right  there  is  no  nystagmus.  The  child  habitually  holds 
her  head  turned  somewhat  to  the  right  and  inclined  a 
little  forwards.  Both  organically  and  functionally  the 
eyes  are  quite  sound.  The  child  is  healthy  and  intelli- 
gent.^'  August  20th,  1892. 


VOL.  X. 

Page  80. 
Corneal  Tumour  (?  Fibroma). 
Supplementary  Report  by  Mr.  Arthur  H.  Benson. 
"  No  further  note  obtainable." 

Page  166. 

Optic  nerve  atrophy  in  smokers,  in  which  the 
symptoms  at  their  onset  closely  resemble  those 
of  Tobacco  amblyopia. 

Supplementary  Report  by  Mr.  J.  B.  Lawford. 

"  November,  1892. — Only  one  of  the  patients  whose 
cases  were  reported  has  been  found  at  this  date. 

''Case  2  (p.  169).— Samuel  S— . 

"  November  30th,  1892.— R.  +  0-75  D.  /g- ;  L.  +0-5  D. 
-^  ;  +  4  D.,  each  =  J.  6  correctly. 

"  Fields  much  contracted. 

"  Patient  in  perfect  health  ;  states  that  his  sight  is 
decidedly  worse,  and  he  is  unsafe  in  going  about  alone. 
Still  smokes  'two  pipes'  of  shag  tobacco  daily. 

"  Case  5  (p.  174). — Frederick  T —  was  reported  by  the 
medical   superintendent  of   Brookwood  Asylum  to    have 
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left  the  asylum  in  November^  1891,  and  the  doctor  adds, 
'  His  sight  remained  in  much  the  same  condition  as  when 
I  last  wrote  to  you'  {i.  e.  the  same  as  in  my  report  of  the 
case  in  'Trans.  Ophth.  Soc./  p.  174).'" 

Page  196. 

Persistent  mydriasis,  &c. ;  advanced  Globular 
degeneration  of  Lens. 

Supplementary  Report  by  Mr.  R.  Marcus  Gunn. 

"  July  9th,  1890. — He  is  sure  that  the  pupil  was  not 
enlarged  until  drops  first  put  into  the  eye  at  the  hos- 
pital (two  drops  of  cocaine).  Eserine  was  first  put  in 
to-day,  and  the  pupil  contracted  well  under  its  influence. 
The  difference  in  the  colour  of  the  two  irides  is  very 
well  marked  after  the  contraction  of  the  pupil. 

"  October  8th. — Pupil  of  left  eye  to-day  for  the  first 
time  shows  slight  reactive  power.  It  is  still  consider- 
ably larger  than  the  right,  but  is  not  really  fully  dilated, 
and  acts  both  to  light  and  with  convergence.  The  action 
is  quite  definite,  though  somewhat  sluggish.  The  eserine 
contraction  reported  in  last  note  lasted  only  for  a 
short  time,  lenticular  opacity  increasing.  The  condition 
figured  in  drawing  (see  published  report,  vol.  x)  is  not 
now  present,  although  there  still  remain  traces  of  vacuoles. 

"  22nd. — Lens  becoming  more  uniformly  opaque.  A 
few  very  large  vacuoles  still  in  upper  part  of  lens.  Pupil 
acts  rather  better  than  at  last  visit,  but  not  briskly  yet. 
Slight  divergence  noted  to-day. 

''November  19th. — Left  pupil  4*6  mm.  on  exposure, 
6  mm.  in  medium  light ;  right  pupil  3'6  mm.  on  exposure, 
4*5  mm.  in  medium  light.      Sight  getting  worse. 

"January  10th,  1891. — Left  lens  extracted  without 
iridectomy. 

"  31st. — Pupil  round  and  black,  active  to  light,  of 
about  normal  size.      With  +  10'5  D.  sph.  V.  =  §  partly. 
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"  April  25tli.^ — Pupil  normal,  round,  and  active.  With 
+  13  D.  sph.  V.  =  f  well ;  with  +  16  D.  reads  J.  1  well." 

Page  248. 

Uniocular  proptosis  with  double  papillitis  and 
iutra-crauial  bruit. 

Supplementary  Keport  by  Mr.  E.  Marcus  Gunn. 

'^  There  is  no  material  change  in  the  condition  of  the 
patient. 

^'  The  eye  is  not  more  prominent  than  formerly,  but 
at  times  there  has  been  extreme  turgidity  of  the  con- 
junctival vessels.  The  eye  remains  absolutely  blind. 
There  has  been  no  fresh  neuritis.  The  boy  has  grown 
a  good  deal,  but  the  shape  of  the  head  remains  rela- 
tively the  same,  and  the  inti'a-cranial  murmur  is  un- 
changed. The  knee-jerks  have  never  been  obtained ; 
superficial  reflexes  natural.  Intelligence  good,  and 
general  health  most  satisfactory.  He  was  last  seen 
July  9th,  1892." 

Sequel  to  the  above  case. 
Supplementary  Report  by  Mr.  John  Abercrombie. 

"  The  specimen  consists  of  the  central  parts  of  the  base 
of  the  skull  taken  from  the  body  of  George  B — ,  who  was 
twice  exhibited  at  meetings  of  this  Society,  and  whose 
case  is  recorded  in  vol.  x  of  the  '  Transactions.' 

''  The  patient  died  on  February  23rd  from  whooping- 
cough  and  broncho-pneumonia.  He  had  been  kept  under 
observation  almost  continually  from  the  time  when  he  was 
shown  at  the  Society,  and  no  material  change  had  taken 
place  in  regard  to  his  condition.  His  general  health 
throughout  this  period  had  been  good  up  to  his  fatal 
illness,  but  at  one  time  the  extreme  vascularity  of  the  left 
eye  had  led  to  some  anxiety  for  the  sight,  but  the  tur- 
gescence  subsided  and  there  was  no  further  alarm  on  that 
score. 
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"  The  post-mortem  examination  was  made  by  Dr.  A.  F. 
Voelcker,  to  whom  I  am  indebted  for  the  following  de- 
scription of  the  appearances  in  the  specimen  shown  : — '  On 
the  left  side,  the  cavernous  sinus  is  divided  into  numerous 
loculi  by  processes  of  dura  mater;  there  was  no  thrombosis. 
At  the  upper  and  outer  part  a  vessel  is  seen  with  a  lentil- 
sized  dilatation  upon  it  which  is  lying  free  in  one  of  the 
loculi.  The  nerves  present  nothing  abnormal.  The 
carotid  artery  shows  an  excess  of  connective  tissue  around 
it,  and  is  a  little  dilated  :  there  is  no  aneurism.  The 
ophthalmic  vein  is  markedly  dilated,  being  about  two 
millimetres  in  diameter,  and  can  be  traced  in  the  floor  of 
the  cavernous  sinus  backwards  through  the  anterior  two 
thirds  of  that  space  ;  its  subsequent  course  could  not  be 
ascertained  owing  to  its  having  been  opened.  Water 
injected  into  the  carotid  artery  did  not  escape  into  the 
sinus  or  the  ophthalmic  vein.'  The  rest  of  the  examina- 
tion was  entirely  negative  so  far  as  the  discovery  of  any- 
thing abnormal  was  concerned.  The  shape  of  bis  head 
was  proved  to  be  the  result  of  rickets.  No  cause  to  which 
the  papillitis  could  be  assigned  was  discovered.  Only  the 
head  was  examined. 

"  It  should  be  stated  that  after  death  the  proptosis  had 
almost,  if  not  entirely  disappeared." 
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